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CONTACT INFORMATION

PacificSource Health Plans

Medical, Vision and Pharmacy Claims Administrator
www.pacificsource.com

Customer Service Claims Address - Medical, Vision, Pharmacy
Phone: 541-684-5582 or Attn: City of Eugene PSA Claims
Toll-free Phone: 888-246-1370 PacificSource Administrators
Spanish: Toll-Free: 800-624-6052 ext 1009 PO Box 7068
Fax: 541-684-5264 Springfield, OR 97475
Email: cs@pacificsource.com Medical/Vision Fax: 541-225-3632

Email: medclaims@pacificsource.com

Delta Dental Plan of Oregon
A Moda Health Affiliated Company
Dental Claims Administrator
www.modahealth.com

Dental Customer Service Claims Address - Dental
Toll-Free Phone: 888-217-2365 Delta Dental Plan of Oregon
Spanish Toll-Free 877-299-9063 601 SW Second Avenue
Email: dental@modahealth.com Portland, Oregon 97204

Email: dental@modahealth.com

BenefitHelp Solutions

COBRA/Retiree and Flexible Spending Account Administrator
www.benefithelpsolutions.com

COBRA/Retiree Administrator Flexible Spending Account Administrator
PO Box 5817 Attn: ESA
Portland OR 97228-5817 PO Box 67230
COBRA Toll-Free Phone: 877-664-4760 Portland OR 97268-1230
Retiree Toll-Free Phone: 855-289-6313 FSA Toll-Free Phone: 877-664-4761
Toll-Free Fax: 888-393-2943 TRA Toll-Free Phone: 888-398-8057
Email: customerservice@benefithelpsolutions.com Toll-Free Fax: 888-249-5058

Email: customerservice@benefithelpsolutions.com

City of Eugene
Employee Benefits Program

www.eugene-or.gov/employeebenefits

City of Eugene Risk Services
Employee Benefits
940 Willamette Street Suite 200
Eugene OR 97401
Phone: 541-682-5062
Fax: 541-682-5211
Email: BenefitsStaff@ci.eugene.or.us
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INTRODUCTION

About Your Benefits Handbook

The City of Eugene maintains the Employee Benefits Plan for its benefitted employees. This handbook is designed to
inform you about your health, life and long-term disability insurance as well as other benefits provided by the City.
With this information, you will be able to take advantage of these important benefits.

This handbook serves as an integral part of your benefit plan document, and describes your entitlements and
obligations under each of the plan’s benefit programs. This handbook is a summary of your benefits and is not a
contract. Any of the benefits provided under the plans may be changed, replaced or terminated by the City of Eugene
and the affected bargaining units at any time.

If you have questions about any of the benefits outlined in this handbook, you can contact the City of Eugene Risk
Services Benefits Program at 541-682-5062.

Health Care Reform

The City of Eugene will comply with the Federal Patient Protection and Affordable Care Act, commonly referred to as
Health Care Reform. Not all of the changes outlined in the legislation will happen at once. Many of the changes are
set to occur in future years. See the Important Notices section of this handbook for more information.

Frequently Asked Questions

1. How do | make changes to my health plan enrollment?

You can submit a new health plan enrollment form electronically through Employee Self Service. Paper copies of
the form are available in the Risk Services Employee Benefits office.

2. When will | get my new ID cards?

You will normally receive your ID cards within 2 weeks after your enrollment information has been processed.
Contact the Claims Administrator (either PacificSource or Delta Dental) if you have questions about your ID card.
Be sure to show your new ID card to your pharmacy and provider to take advantage of contracting discounts.

3. Can | make changes to my benefit elections during the year?

You can normally only make changes to your health plan enrollment and flexible spending account elections
during the City’s annual open enroliment periods or if you have a qualifying status change. For health insurance,
you may also be able to add dependents to your plan if doing so does not change your payroll deduction. See
the Open Enrollment, Special Enrollment, and Flexible Spending Accounts sections for more information.

4. What impact does it have on my health insurance if | don’t report a family status change to the Benefits
Program within 60 days of the event?

= If adding a dependent: If you miss the 60-day initial eligibility period, you will not be able to be add your
dependent to your plan until the City’s next Open Enroliment period if it causes an increase to your Payroll
Deduction or contribution for health insurance coverage. Please see the Eligibility and Enrollment section for
more information.

= If dropping a dependent: Coverage for your ex-dependent will end on the last day of the month in which
they are eligible for benefits. Please see the Eligibility and Enrollment and the Continuation of Coverage
sections for more information.

5. How can | calculate my out of pocket costs for health insurance coverage?

¢ Information on health insurance rates, including Active Employee payroll deductions and COBRA/Retiree
rates, is available in the Benefit Premium Rates document on the Employee Benefits website at
www.eugene-or.gov/employeebenefits. COBRA/Retirees can also contact BenefitHelp Solutions for
additional information.

e For other possible health insurance costs, including copays or coinsurance, deductibles, and out of pocket
maximums, please see the Benefit Summaries and the Medical Coverage General Information sections of
this handbook.
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6. Where can | find a listing of in-network providers?

e Medical, Vision, and Pharmacy: Participating provider information is available on the PacificSource website
at http://www.pacificsource.com/provider-networks.aspx or by contacting PacificSource. Please see the
Using the Provider Network section for more information.

e Dental: Information on participating Delta Dental providers is available on the Moda website at
www.modahealth.com or by contacting Delta Dental, a Moda Health affiliated company.

7. How can I find out if my prescription drug is covered by the plan?
The Preferred Drug List (PDL) is available on the PacificSource website at www.pacificsource.com\pdl.
8. How do | submit a claim for reimbursement?

e Medical, Dental and Vision Coverage: Submit claims using a City of Eugene Quick Claim Form available
on the Employee Benefits website. See the health insurance Claims Administration and Payments section of
this handbook for detailed information.

o Flexible Spending Accounts: Submit claims using a City of Eugene ESA Claim Form or TRA Claim Form
available on the Employee Benefits website. See the Flexible Spending Account and Transportation
Reimbursement Account sections of this handbook for detailed information.

9. Who is eligible for coverage under my plan?

For regular employees, dependents eligible to be added to your health plan include your spouse, domestic

partner, children, step-children and children of domestic partners. For a more comprehensive list of eligible

dependents see the Eligibility and Enrollment section. For temporary employees, dependents are biological and
adopted children.
10. Is there a way to continue health insurance coverage after termination of employment?

Yes, you and your covered dependents may be entitled to COBRA Continuation or Retiree Health Insurance

coverage once your coverage through the City ends. See the Continuation of Coverage section for more

information.
City of Eugene Employee Benefits Handbook 4 City Health Plan

March 1, 2019


http://www.pacificsource.com/provider-networks.aspx
http://www.pacificsource.com/pdl
http://www.eugene-or.gov/DocumentCenter/Home/View/1825
http://www.eugene-or.gov/DocumentCenter/View/2039
http://www.eugene-or.gov/DocumentCenter/View/2040

TABLE OF CONTENTS

CONTACT INFORMATION .ot iitttiteiittite s sttt e s sttte e s sttaeeesastseaesassaetesassaeeeaassaeeeassaeeeaassseeeaansaeeeaassaeeesasseeeesassaeeeannsaeeesansens 2
PaCIfICSOUICE HEAIN PIANS........ciiiiiiie et ettt e e s bt e s et e e e anbbe e e s anbbe e e s anbaeeeennbeas 2
[B1=] 1= D I=T o) =Y I o= VT | O T =T o] o SO 2
(2 T=T ATt 1 T TS Yo LU0 SO 2

COBRA/RELINEE AQMUNISITATON..........ccoeeeee ettt ettt e et e e et a e et aeantneaeannnee s 2
Flexible Spending ACCOUNt AQMUNISIIATON ............ccc..ueeeeeee ettt e e e e e ettt e e e e e e ssssaeaaaaes 2
City of Eugene Employee BenefitS PrOGIaIM .........oooiiuiiiiiiiaii ittt e e e e e e abs e e e e e e e e s snnbaseeeaeeeaaannes 2

INTRODUGCTION . ...ttt ittt ittt ettt ettt et e e st et e e e s bt ee e s sabeeee e aabe e e e s oabe e e e e as ket e e e abbe e e e sk bee e e sk be e e e aabbeeeesabbeeeeanbbeeeeanbaeeeenne 3
ADOUL YOUr BENETILS HANGDOOK .......uuuiiiiiiiiiiiiiiiiiit bbb et ab e e e e beeeeetebsestsestsssesssssssssesessssnsssssssssnsnsnsssnnsnnnnnnnes 3
Health Care ReEfOIM ... .. 3
Frequently ASKEA QUESTIONS ... ...uuiiiieei i tiiiee e e e s s st e e e e e e s s st eeeae e e s st e teeeeeee s s s nsteaeeeeeessaasssanneeeeeesannsssaneneeesesannsnnenns 3

IS I @ T o 1@ ] I N 1S T PSR PRP 5

(Ol I o I T o I PSPPSR 12

WWELCOME ... eeii ittt ettt ettt ettt e e sttt e e e sttt e e e sttt e e e satbe e e e aseteeeeaast e e e e anbe et e e an s e e e e e an et ee e e s st e e e e ansae e e e ansse e e e aneaeeesantaeeesnnnnnee s 13
=T a gl 1= 6] 11 oI G- o E O RP PRI 13
MEMBDET ACCESS WEDSIEES ...ttt ettt ettt e e e s a bt e e e sh bt e e e e sh b et e e e et bt e e e e abbe e e e e abbeeeesabbeeeesbbeeeeane 13

MEDICAL BENEFIT SUMMARY ...ttt ittt ettt sttt s st te e s sttt e e s mbee e e s nbbe e e s nbbe e e s sbeeeesnbbeeeeanbbeeeenntbeeesnnteas 14

PHARMACY BENEFIT SUMMARY ..ottt sttt sttt sttt a e s ettt e e s aab bt e e s msbe e e s ambbeeesanbbeeesanbbeeesansbeeesannes 18

VISION BENEFIT SUMMARY ..ottt ittt sttt ettt ettt e e sttt e e sttt et e s bt et e e satt et e e aa b et e e e anbb e e e e amste e e e snbaeeeesnsneeeeanneeeess 19

DENTAL BENEFIT SUMMARY ..ottt ittt ettt e s astteae s amtteaesaabteaesastbeaesabbeeeaanbbeeeaambeeeesanbbeeesanbbeeesanbteeesnnsees 20

USING THE MEDICAL PROVIDER NETWORK .......uttiiitiitiiiiiite sttt sttt e st e e s ansbe e e s annbe e e s snnbeeeseneres 21
[ =Te otz T o fo)Vi o Lo g N[ 1Yo PSP PPPTTRRRN 21
AcCCeSSING the MEICAI NEIWOIK ......coiiiiieiiei et e e e e e e e e s s st e e e e e e s s sane e e e e eeeesansssanenaeeeesnnnnnneeees 21
ContinUIty Of PPO Care RALES ........uviiiiieiiiiiiiiieiie e e s s s sttt et e e e s s st eeeeeess s s taaeeeaeeesaaastaaaeeaeessaasssteeeeeeeesaansstrnneaaeenn 21
2T = 1 A ST PPPTTRRN 22
[N L= 0T Qo =T 1 LSS 22
Coverage Outside the Provider NEIWOIK ..........ueiiiiiiiiiiiieee s s e e e s s s r e e e e e s s st e e e ae e s s s ssanteeeeeeeessnnsnnrnneeaaeeas 22

Living OUESIAE TNE INEIWOIK .........eeeeeeeeeeeeeee ettt ettt e e e ettt e e e e e et et it e e e s e ssssseaaanaees 22
(0001 =140 [ O] 171 o= o SRR 22
Traveling OUESIAE TNE INEIWOIK ...........ccoee ettt e e ettt e e e e e e ettt e e e e e e s sttt e e e e e sssssseees 22
Determination Of BENETItS. ... —————————— 23

MEDICAL COVERAGE GENERAL INFORMATION ...ttt ettt ttet e st e s st e e s ansbe e e s annbee e s snnbeeesnnsns 24
Qualified Medical ProfeSSiONals............cooovviiiiiiiiii 24
[ =Te Tor= T =T o [ ox 1] o =TSP PPPTTRRRN 24

CarrY-OVEE DEAUCHDIE ...........ooooeeeeeeee ettt ettt e e e a e 25

Medical Benefits After Meeting the DeAUCTIDIE ...............c..coooueiiiiiie e 25
Out Of POCKEE MaXIMUIM LIMIE.....eeiiiiiiiiie ittt sttt e e sttt e e sttt e e e sabe e e e e snb bt e e e anbt e e e s anbbeeessnneeeessnnneeess 25
Consent to Examination 0f MediCal RECOIUS.........coiiiiiiiiiiiii ettt e e e s snaee s 25
Confidentiality of INfOMMALION .........eiiieeie e s e e e e s e s e e ee e e s s s e eeeeeessansnsteeeeeeeeesansnnrnenaeeensn 25
MONItOriNg Of COMMUNICALIONS ......ceiiieiiiitiiie ettt e oo e ettt e e e e e e e i bbbe et e e e e e e saabbbe et eaaaessnnbebeeeaeeesaannnbsseaaaeesaannne 25
Amendment Or TErMINALION Of PLAN .........uuu e a e te e te e betetesssstsestssssssssssssssssnsssssssssnsssnnsnnnes 25

COVERED MEDICAL SERVICES, SUPPLIES AND TREATMENTS ...ttt 26
P elodTo [T o c= LN 10T [ P UPPPP O 26
F N (=T = ANV =T O PP PPPPPPRPRS 26

W Yo1U ] o0 Tox (V= 26

(O] 17 0o ¢ Loz £ [o 0SS 26
MESSAGE TREIAPY ...ttt ettt ettt e e ettt e e sttt et et e et a e 26
INGEUPOPAINY ...ttt ettt ettt ettt e ettt e ettt ettt e e et n e e e esibeeeeaaas 26
NULFEONGI COUNSEIING ...ttt ettt ettt e e st e e sttt e e e st e e e sbneee e 26

F Y] o0 =T g Lot I ST= T AV o] PSR TPRR 27
City of Eugene Employee Benefits Handbook 5 City Health Plan

March 1, 2019



LY (o Yo Lo I =T £53 U] (o] 1 1N 27

Breast Surgery and RECONSITUCTION ...........uiiiiiiie e i e cciiee e e e s s e e e e e s st e e e e e e s an st e e e e e eeesssnnteaneeeeeesasnsrnneeeeeeeaannnes 27
0= 1o |- Tofl 2= T g o1 o1 1 e= 4o T o HO PRSPPI 27
(g1t g TTor= Ul B T=T oT=T oo [T o Tox VTP PPPTT 27
(04 1 TTor= I I - 1 TP PPPTT 27
(07eTed o1 (== Tl [ 4T o] =T 0 L€ PP 28
(0] o] =Tox r= | W @F= T [of =T g T ol (=T=] o 11 o o [ PP UTTTTPPPRR 28
COSMELIC OF RECONSITUCTIVE SUIGEIY ..coiiiiiiiiiiiiiiee e e ettt e et ettt et e e e s e e e be et e e ee e e s e aaabbeeeeeaeeesaasnbbeeeeeaeeeaanbnbbeeeaaaaeas 28
[D]=T g e= ST AV o= TP UT T UUUTPPPPUTTN 28
(DY o] o] g L= a1 v= L I 1= o] o [ SRR 29
(DT o= 1ol 1 ) (U ox 1T o PSPPI 29
Durable MediCal EQUIPMIENT........uuiiiiie oottt ee e e s e s e e e e e s s s e e e e e e e saatateeeeeeees s steaeeeeeeess s ssseseeeaeessaasnssnneeeeeesaansnes 29
Elemental ENLEral FOIMUIA .........oiiiiiiie ettt e e sttt e e sttt e e e sa bt e e e sabe e e e e sbbe e e e s sbbeeeesabbeeeesanbeeeennes 29
Emergency Care and UIGENT Car ........oiuuiiiiiiee i iiiiiiie et e e et e sttt ee e e e e e sasstateeeeeaeesssststeeeeeeesssnsteaeeeaeeesasnssnnneeeeessnnnnes 29
o[- A O S PTUPPIPP 29
L =T [T Loy O 1= IR RSP 29
ENd Stage RENAI DISEASE..........ceiiiiiiiaeie ittt et oottt e e e e oo e e bbbttt e e e e e e s b bbbt et eaaeeeaanbbebeeaaeessaannbbeseaaaeesaanne 30
[0 T0 ) Q@41 010 ] 1To1S TP ET T UUPTPPPPUTRN 30
Gender Identity DiSOrder/Gender DYSPRIOIIA .......c.oaui ittt e e e e e e s e e e e e e e e e e s anbbeeeaaaaeas 30
(€1 aT=ToTo] (oo o= 1l = E=T s o EE PP 31
HEAING AIAS — AQUILS ...ttt oottt e e e oo ok bbbttt e e e e e e o a b bbbt eeea e e e e aanbbeeeeeaeesaaannbbseeaaaeaaaannne 31
[ [ST= LT o AN (o I ==Y o= 1A @ a1 o =Y o SO PUEER 31
[ (= LT o AN g o1 £ £SO 31
HOME HEAIN CAre .....eiiiiiiiii ettt ettt e e sttt e e e sk bt e e e et bt e e e e eb b et e e s et be e e e ek be e e e ebbeeeesbbeeeesbbeeeeane 31
(g eTqg o] gt R L=] Pt =To I @ o] o o 1110 ] o L PSP PPTRRPN 31
[ (015 oo = PSR 31
HOSPILAl INPALIENT SEIVICES ... .eeeiieiiie ettt e oo ettt e e e e oo e e ba bttt e e e e e e aaab e be et eaeaeesnnbebeeeaeeseaaansbsseaaaeasaannnes 32
T gl o g 1U T2z L1 To] o < RSP TR 32
INDOIN Errors Of MEtabOlISIM.......coo ettt e e e e e e st bbbt e e e e e e e s anbbbe e e e e e e e e annbeeeeeas 32
T LT IS o] g T N g T=T= T )V RO RSTTT PP 32
Y =T apT g gToTe ] £=T a0 K 33
MALErNity / PrEONANCY SEIVICES .....eeiiiaiiiiitiiieiia e e ettt e e e e e e e et be e et e e e e e s s s babe e eeaaeaeaaab s be et eaae e s s nnbebeeeaaessaaansbsseeaaeasaannnes 33
Maxillofacial PrOSTNELIC SEIVICES ........oiiiiiiiii ittt e e e st e e s sttt e e e s stbe e e e e sbbeeeesnbbeeeesanteeeeane 33
Mental Health and Chemical DEPENUENCY .......ccciiiiiiiiiiiie e e e e e e e e e e e s st e e eeeesesnnbeneeeaeeeannnnes 34
Medical Necessity and Appropriateness Of TreatMeNt ...............oooo oo 34
Residential Tre@tmMent PrOGIamMS ..........c..eeoi oottt ettt et e st e e st e e esbneee e 34
Outpatient Mental HEaItN SEIVICES. ........cooooo et a e e e e e e eaaeeeaanes 34
Outpatient Chemical DEPENUENCY SEIVICES .........ooo oo a e e e e e eaaaeee e 34
(0011 YA == Vi1 11T o PP PPPTT 34
(@10 1 ooV i[=T 0 S T=T AV (o T ST PPPTTR 34
[ )T o= LI = T o TP UT T UUUUPPPPUTTN 35
Physical Therapy, Occupational Therapy or SPEECH TREIAPY ....eeeiiiiiiiiiiiiiie e 35
(Lo To |- VTP PT T UUUTPPPPUTN 35
PrescCription DIrUQ PrOGIAM .. ... ciiieiieeeis ittt e e e e s s st e e e e e e s e st eeeeeeesassteteeeeeeeas s sssaeeeeeeesssnssnneeeeeessaannssnnneeeeesannnnes 35
General Information about PreSCription DIUGS............c..eei ittt 35
RELAI PRAIMIACY ...ttt ettt ettt ettt et e ettt e ettt e e et e e e e e eae e 36
M@l OFAEEr PRAIMIACY ........eeeeeeeeeeeee ettt ettt ettt e e ettt e e e sttt e e e a e e e eninneaeees 36
SPECIAILY PREAIINACY.........eeeeieeeeeee ettt ettt et e e et e e et e e e a e e et a e e eenes 37
Prescription DiSCOUNT PrOGIAIM ..........cc.oiueee ettt e st e e st e e st e e e snneee e 37
PLIOE AULROFTZALION ..o ettt ettt e e ettt e e e e e e aea e e s 37
Contraceptive Drugs @NA DEVICES. ..........o.ceeeeeeeeeeee ettt e e ettt e e e e e es sttt ta e e e e sssssseaaaaeeessa 37
Preventative and WEll-Care SEIVICES ..........uuiiii ittt e ettt e e e e e e bbb e et e e e e e s aabbebeeeaaaesaansbsseeaaeeeaannne 38
PrOfESSIONAI SEIVICES ...eeiiiiiiiiiit ittt ettt oottt e e e e oo e a bbbttt e e e e e e o b bebe et e e e e e e aanbbebeeeaeesaaannbbseeaaaeesaannnes 38
[ 1S = L O T g ot =T g STt (=TT o 1 T TP UR TP PPRURTN 38
Prosthetic and OIthOLIC DEVICES .....coiiiiiiiiiiiiiie ettt e e oo e ettt et e e e e e s ab e bt et e e e e e e sanbbebeeeaeeesaannbbbseaaaeeeaanne 38
Radiation and Chemotherapy TrEAMENL...........cciiiiiiiiiiiee e ie e e e e e s s e e e e e s s et e e e e e e s s snnsteteeeaeeeessnnsraneeeeeessnnnnes 38
L] I V0T =3 T T N = Tox 112 PR 38
YU (o [Tor= TN @013 o] 1o (o] g SR 38
TelemediCal HEAITN SEIVICES .....o.uiiiiiiiiie ettt s s ettt e e sttt e e s n b bt e e e an b b e e e s anbbe e e e nnbaeeeenneeas 38
LI 0 L= Lol odo B OIS T T I ST TPRP 39
QLI L] o] =T g1 7= LA T 1 PSSR 39
City of Eugene Employee Benefits Handbook 6 City Health Plan

March 1, 2019



Tubal Ligation and VaASECIOMY ......c.uuiiiiiieeeiiiiiieee e e e e s st e e e e e e s s ssastaeeeeeesesa s seteeeeeeessasstatneeeeeesaasstneneeeeessnnssnennnaaeenn 39

L0 = 1 = 39

R AT L= 1= = o)V 1= S 39
EXCLUDED MEDICAL EXPENSES.........tiiiiiiiiiiiiiit ettt e et sttt e sttt e st e e e s nbb e e e s anbb e e e s enbbeeesnnbeeeesnneeas 40
LCT=T o =T = L (T 41T PPPTT 40
Medical SErviCeS and SUPPHES ... .coui ittt ettt e e e e e sttt be et e e e e e s snbbebeeeaeessaanbbeaeaaaeaeaanne 40
Experimental or Investigational TrEAMENT ..........oi ittt e e e e e e e ab e e e e e e e s e snnbereeaaeeeaannes 41
BENEFIT LIMITATIONS ...ttt ettt ettt ettt ettt sttt sttt e e sttt e e a2ttt e e am bttt e e sa bt e e e e an kb et e e am b et e e e anbe e e e e anbeeaesanbeeeesnnneeeesn 42
MEAICAIY NECESSAIY .....eeeiieiiiiittiee ittt ettt et e oo oo o b ettt et e e e e e o e e babe e e e e e e e e s a bbb be et e e e e e e aanbbeseeaaeessaannbbseaaaaeeaaanne 42
AIIOWEADIE FEE ...ttt et e ookttt e e e b bt e e e e b bt e e e oAbt e e e e an kbt e e e enbbe e e e e bb e e e e anbb e e e e anbae e e e nreas 42

[ (o g U 1 g o] 4= 11T ] o PSPPSR 42
SYoo) o LR ol nd 1 T0 @ AU 1 g [0 4 2= L1 [ ] o I SR 42

[ (015 o1 2= I R oAV = o (T - o o SRS 42
Pre-Authorization of Hospital AdmiSSIONS REQUIIEQ .................eeeeeieeeieeeeee e 42
EMErgenCy AQMUSSIONS. ...........eeee ettt ettt ettt e et e e e st e e e st e e e esinneee e 43

Benefit Reductions for NON-COMPIAINCE .............c.c..uuueeeeee ettt e ettt e e e e e es et aa e e e e ssssseaaaees 43

CARE COORDINATION, WELLNESS & CONDITION SUPPORT ....ciiiiiiiii ittt 44
(02T (= o] {0 |14 T-14 o] o FURRE PP PPPTT 44
Wellness and Condition SUPPOIT PrOQIAIMS . .........uuuiiiiiiae ittt e ettt e e e e be e e e e e e e s e sasb e e e e aae e e s e anbbbeeeaaaeeeannnseeeas 44
DENTAL AND VISION BENEFITS GENERAL INFORMATION ... ..ttt ittt st sebee e s 45
VISION PLAN COVERAGE......co ittt ettt sttt ettt e e sttt e e s et bt e e e abb e e e e anb b e e e e anbae e e e anbaeeesannaeee s 46
COVEIEA VISION EXPENSES ....eciiiiiiiie ittt ettt ettt ettt e e sttt e sttt e s bttt e e aabe et e e aa bttt e e aabte e e e anbb e e e e anbte e e e anbbeeesanbeeeesanneeeens 46
Vision Expenses for Children UNEr AGE 19 ...ttt ettt ettt e s st e e e ebbe e e s abbe e e e sneees 46
ViSiON EXPENSES NOL COVEIEA .......vviiiiiiiiee ettt ettt ettt e ettt e sttt e e ekt e e ettt e e e aabbe e e e anbb e e e s anbbeeeesnbaeeeeaneeas 46
DENTAL PLAN COVERAGE .....coi ittt ittt ettt ettt et e e s a e e e s e st e e e e sttt e e s s tbe e e e staeeesnsbeaeeantbeaeanntaeeeennees 47
[D=T0] vz Ll 21T = {1 PSPPI 47

e V= T T g To ST TP PR TR UPTPPPPURT 47
MaXimUM PIAN AlIOWEANCE ...... ...ttt e oottt e e e e oo e et bttt e e e e e e e s b b ebe et eaaeseaanbbebeeeaeesaaannbbseaaaaeesaanne 47
[D]=To (8 o3 1] o] L= TP PT T UUUUPPPPURR 47

(O TV @ NV =T g D= (Ui 1] o L= PP PPPRRP 48
MaxXimum DENtAl BENETIT. ...ttt et e e e e e e bbbt e et e e e e e e aanbbebeeeaeeeeaaanbbeeeaaaeeeaannes 48
(0101 =T = To BT ol = |l o d o 1=T RS PP 48
Preventive TrOAIMENL ............ ...ttt oot et e e e et a e e e e e s e e e e e e e e nnsnneaaaees 48

BaASIC TrOAIMENL ........... oottt e oottt e e e e e e e e e e s ssn e e e e e eaaannsnneaaaees 48

MEJOE TFEAUMENL ...ttt ettt ettt ettt et e e et e ettt e e et e e e esineeeeaaas 49
OrtROAONTIC TIEAIMENL .......... oottt oot e e e oo ettt e e e e e e ee e e e e e e e s snneeeaaaeaaanes 49

Dental Implant Coverage for AFSCME-, IAFF BC and Non-Represented Employees ..............cccccevveeccneen... 49

Dental EXPENSES NOt COVEIEA ....uuviiieiiiiiiiiiiiiie e e e e ettt et e e e s s sttt e e e e e e s st e e e aeees s st steeeeeeeassnsteaeeeaeeesaasnsrnnneeeeesannnnes 50
ELIGIBILITY AND ENROLLMENT .....tttiittittiittit ettt sttt e sittee e sttt e e s sstteaesssbbe e e s anbbeaesanbbeeesanbbeeesanbbeeesanbbeeesantbeeesanses 51
(= g0] o]0 V<1< 2SS TP UT T UUPUPPPPUTTN 51
COBRA/RELITEES . ..ottt ettt ettt e oo 4ot b et ettt e e 44 e o s at b e et e e ee e a4 e s et be e e e e e e e e e e R b b beeeeeae e e anbebbeeeaaeeesannbnbneeeaaaasn 51
Dependents and Elgible ChilAren ... ettt a e e e e bbb e e e e e e s e snbbeeeeaaeeeaannes 51
[NV (o] | B LT o [0 Tox o] TP UR TR UUPTPPPPURTN 52
VAT T IO 0) = = Vo TN = 1= o 1S 52

[ (oY (o I = o o 1| TSP PRPTPPRN 52

LI 0 Lo o =3 T L0 = o PR 52

L0 0= 0 T =X T £ 10 0= o SRR 53
Special Enroliment — Change in EMPIOYMENT STALUS ........oviieiiiiiiiieiie et e e s s seer e e e e e s s senteee e e e e e e s nnnnreneeeeees 53
Special Enrollment - LOSS Of Other COVEIAQE .....vviiiiiiiiiiiiiie ettt s et e e e s e s e e e e e e s e st e e e aeeesennnnreneeaaees 53
Special Enroliment — Eligibility for Premium ASSIStance SUDSIAY ..........ooiiiiiiiiiiiiiiii e 54
Special Enroliment - Newly Acquired Dependents and Eligible Children ... 54
INEWDOIT CRUIAIEN. ...ttt ettt e e ettt e e ettt e e ettt e e e sttt e e e st eeeesatneaeesnnnnaeenes 54
Yo (0] o1 (=To I @2 41 Lo [ =Y o RSP 55

Family Members AcQUIred bY MAITIQQE ............cccooe oo oottt ettt e e e e e e e ee e e e e e e e e an e e aeae s 55
Qualified Medical Child SUPPOIt OFUEIS ........ueiiiiiiieii ittt e e e e e e s e b e e e e e e e e s e aabbb et e e e e e e e s snbbeeeaaaaeas 56
City of Eugene Employee Benefits Handbook 7 City Health Plan

March 1, 2019



(D0 1= (ol o= g (a1 G @0 1YY = o = SO PRERR 56

L] Lo o1 1§ PSSR 56
Enrolling Eligible DOMESHC PAITNEIS..........cccoiuieeeeeee ettt e st a e stnea e 57
AQAIEIONAI CONAILIONS ..ottt ettt e et e e et e e e e e e et e e e et e e e anaseeeeannseeeeannnes 57
Termination of DOMESHC PAITNEISRIPD ..............eeeeiie ettt ee ettt a e e e et e e e e e e s sttt e e e e e essssssees 57
Returning to Work After an ADSENCE .........eeiiiiiieii ettt e e e e et e e e e e e e e e e snbbeaeeaaeeeaannes 58
L 1o j RSP 58
LEAVE OF ADSEIICE. ...ttt ettt e et e e ettt e e ettt e e ettt e e e antt e e e e antteeeeantneaeeantneee e 58
FMLA/OFLA UNPaid LEAVE OF ADSEIICE ........cooeeeeeeeeeeee ettt e ettt e e e e e e sttt e e e e e e ssnsaaaaaes 58
RTAY LT IO 0) = = Vo T= I =t o LSS 58
Termination Of EMPIOYIMENT ..........c.oueeei ettt ettt et e ettt a e annea s 59
WOIK HOUE REAUCTHION ..ottt e e e e e e e e e e e e e e e aaaeeeannnnneees 59
FD 1Yo o TR 59
Termination of DOMESHC PArtN@ISRIP ..............ooo oot e e e e e e e e e e e 59
Voluntary Termination OFf COVEIAGE ..........uueue ettt ettt e e s e e snnea s 59
ChHilAren AGE 26 QNGO OVEF ......cccceeeeeeeeee ettt ettt e e ettt e e e e e ettt e e e e e ss sttt et e e e e esssssssnaaaaeaasians 59
Certificates Of Creditable COVEIAGE .......cui ittt e et e e e e e e s e e b b e et e e e e e e s e aanbbeeeeaae e s e bbbbeeeaaaaeas 59
CONTINUATION OF COVERAGE .....ooiiiiittiie ettt ettt ettt e e et et e s ettt e e s ebbe e e e snbbeeeeaneees 60
COBRA/Retiree Contact INFOMMALION .......ooiiieiiieiie ettt e e e e ettt e e e e e e s e aabb b e e e e e e e e e annbbeeeaaaaeas 60
(6101210 ¥ N @de] 11 aTU =111 ] o PP 60
Yo [ (=TT O s = g o 1= X3 SRS UPP: 60
O 4 Lo I Y=g 60
Notification of Qualifying Event — Your ReSPONSIDIlItY ............c.coueiiieeiiiiie e 61
Length of COBRA ContinUation COVEIAJE ...........ooueeei ittt ee e st e e e snneee e 61
Disability Extension of 18-month Period of Continuation COVErage ...............ccouumiiieeiinoiieiiiciiee s 62
Second Qualifying Event Extension of 18-month Period of Continuation Coverage..............ccccccovuicvvoeenaeenn. 62
ONCE NOLIICALION IS GIVENN.......ccoeeeieeeee ettt e e et e e e et e e e ettt e e e e e e e enenes 62
Cost of COBRA Continuation COVEIAQE ............uuueeeeeeeeeeieieeee e e eeettttetaaa e e e ts sttt aa e e e e sss st eaaaaeesssssssesaaaeeessns 62
When COBRA Continuation COVEIrage ENUS...........ccc.uuueeeieeeeeeeeeeeie ettt eeeststaa e e e esssseaaaaaeeasssnnsees 62
Termination fOr GroSS MISCONUUCT ...............ooi oottt e e et e e et e e e eaeanannee s 63
Extension Of HOSPIEAl COVEIAQE..........cc..uueeeeeee ettt e ettt e e e e et sttt a e e e e st aaaaeeessssssaaaaaees 63
Continuation DUring StriKE OF LOCKOUL ...............uueeeiiee ettt ettt e e e e ettt e e e e e ssssssteaaaaeeeanans 63
Continuation after Injury or lllness Covered by Workers’ COmMpPensation ...........cceeevviiciiiieeieeeissiiieeeeee e e sesnineeeeeees 63
Continuation for Spouses or DOmMeEStIC PartnNers OVEr AQE 55 .......vuiiiiiieeiiiiiiiiiee e e s e sreer e e e e e s santaee e e e e e e s nnnreeeeeee s 64
USERRA CONtINUALION COVEIAUE ...vvieeiiiiuetiiiiiteeeseiittttaeeeteeessassteassaeesssaatataeeeeaesssaassstereeeeesssnssssseeseeessamnsssseeeeeesannnns 64
Coverage DUriNG MIlIEQry SEIVICE............c.oouueei ettt 64
RiIGht 10 USERRA COVEIAGE ...ttt ettt e et e e ettt e e e st e e e st e e e esabneee e 64
SCOPE OF USERRA COVEIAQE ...ttt ettt et e e e e e a e e e e e e eanes 64
LeNGth Of USERRA COVEIAQQE.......ccoeeeeeeeeeeee e eeeeeeeta e ettt e e e e ettt e e e e e ea sttt e e e e e s st teaaaaeeessssssanaaeeas 64
Electing USERRA ContinUation COVEIAQE ..........ccuuuueeeeeeeeesesieeieea e e eeestattteaaeeesasse e e e e e esssseaaaaeeassssssnaaaaees 65
Paying For USERRA ContinUation COVEIAQE.............ueuueeeeeieieieeiaeeeeeseiiteteeaaeeesesisetaa e e e e ssssstaaaaaeeassssssaanaes 65
Reinstatement upon RetUINING 0 WOIK............cooe oottt ettt e et e e e e e ee e e s e e e e e e e e e aaae s 65
R TS @] a1 U= LT o TP ER TR PPPUPTN 65
L] Lo o 1§ PR 66
COVEIAGE OPLIONS ..ottt ettt e et oot e et e ettt e et e e e s e e e naan s 66
DUFAEION OF COVEOIAGE ...ttt ettt e e et e e e sttt e e st e et s sneaeenanneeeee 66
L[ Tor (o) =T Lo | = 66
MONTALY PAYMENES ...ttt ettt e ettt e e ettt e e et e e e et eeesasneeeesanneeeaae 66
NO ReiNSIAtEMENt Of COVEIAGE...........eee ettt ettt et ettt e e e st e e stneee e 66
CLAIMS ADMINISTRATION AND PAYMENT ...ttt ettt ettt et e e e et e e s et e e s abb e e e s sbbeeeseneees 67
General Submission and Payment INfOrM@ation ...........uuuiiiiii e e e a e e 67
Manual Claim SUDMISSION ...ttt e e e e e e sttt et e e e e e s bt ebe et e e e e e e aanbbebeeeaeesaaasnbbeeeaaaeesaanne 67
[ (0157 o1 =1 @4 F= X o 1 TP UP TR UPTPPPPUPTN 67
P 0] oIV =TTt S @ =T R UPPPT TR 67
Explanation of BENEFItS (EOB) .......eiiiiiiiiiiiiiiiie ettt e e ettt e e e e e s abeb e et e e e e e s snbbbbeeeaeessaannbbsaeaaaeeeaanne 67
L0 =1 0 T 1 o U1 = PEEE 68
Time Frames for ProCeSSING ClaiMS. .. ..uiuiiiiiiiiiieiiee e e s ieietie e e e e e s s st e e e e e e s s st e e e e eess s stsaneeeeeessansteaeeeeeessansnnrnneeeeesn 68
2T a1 eSR o= o B I = 1 (o] PP PPPTPRRN 68
Bill Audit Incentive Program — Share the SAVINGS! ........ceiiiiiiiiiiiicc s e e s s r e e e e s s s reeeeeeesennnes 68
City of Eugene Employee Benefits Handbook 8 City Health Plan

March 1, 2019



COORDINATION OF BENEFITS ..ottt e e e s s s s e et e e s s s e a e e e e e e e s s annes 69

How Coordination Of BENEfit RUIES WOTKS..........oiiiiiiiie ittt et e e st e e e s sabe e e e s snbeeeeeaes 69
(D= {1 71110 ] £ PR TPRPTPRRN 69
General Rule for Determining Which COB Plan iS PrMAIY .......ccuuuiiiiiiaiiiiiieiee et 70
Determination of Primary Plan for Eligible Child Covered under More Than One Plan ...........cccccceeiiiiiiiiieeieeennnes 70
Coordination with @ NON-COMPIYING PIAN .......uuiiiiii et e e e e e e s et e e e e e e e e s anbbeeeaaaaeas 71
Effect on the Benefits Of ThiS PIAN.......... . ettt e e e e e e e s e b b e e e e e e e e e annes 72
Example of Coordination of Benefit INVOIVING CO-INSUFANCE .........coiiiiiiiiiiiiiiie et e e e e 72
Example of Coordination of Benefit INVOIVING @ CO-PaYMENT........ccooiiiiiiiiiiii e 73
Right to Collect and Release INfOIMALION ..........coiiiiiiiiiiiie e s e e e e e s e e e e e s st aeeeaeeesssnsreneeeeeeeaannnes 73
L= (o 11 VA0 = 1 2 =T o SRR 73
Medicare Coordination Of BENETIES. .......ciiiiiiiiiiii ettt e e e sttt e e s sab et e e s sabe e e e s sabeeeesnnbeeeeaaes 73
QLI LT R = Y I =V o111 PSR 74
RTAY 0T T 63 @0 T Y =T ST o T o S 75
o) (o] gy £=T o1 od [N A oo o =T o PP PPPOTPRRN 75
{0 o] oo =14 To] g I S Te ] 11 6T PP PPPTT 76
GRIEVANCES AND APPEALS ...ttt ettt e ettt e e e ek bt e e e e ek bt e e e et b e e e e ettt e e s ettt e e s anbbeeesanbbeeesnnbes 77
A o == L o o Yo =T L1 =PSSO 77
Timelines for Responding tO APPEAIS .........uuiiiiiiii it e e e e e s e e e e e e s s st ae e e ee e e s e nnnrrnnreeeeen 78
Information Available with Regard to an Adverse Benefit Determination ............ccoccvvvieeieeeiinciieeee e, 78
T Lo = Lo Lot o o Lol S TSP 78
Where to Submit a GrieVanNCe OF APPEAL .........euiiiiiiiiee ettt e e e e e s ab b e e e e e e e annneeeeas 79
Yo Lo 1110 T =TI e | ) S 79
This Plan Is Not Responsible for the Quality of Medical Care............uovveeiiiiiiiiiieec e 79
SOURCES FOR INFORMATION AND ASSISTANCE ......uotiiiiiiie it sitite e sitee e staee e s stae e e s sstenasassbeeessssbaeessssbanessnsees 80
PN 1S =V ot T @1 = = U o [0 = o S 80
Information and Assistance from the Oregon INSUranCe DiVISION............cciiiiiiiiiiiiiiie e 80
Information Available from PacificSource and Delta DeNntal............ooouuiiiiiiiiiiiiie e 80
Feedback and SUQGOESLIONS ...ttt e e e e oo oo bbbttt e e e e e e s e h b e be et e e e e e s snbbebeeeaeessaannbbsaeaaaeesaannes 80
IMPORTANT NOTICES ..ottt ittt ettt ettt ettt sttt e sttt e e s be e e e s bttt e e as bt e e e e aabe e e e e asbb et e e anbe et e e anbe e e e e anbbeeessnbbeeesanneeeesn 81
Notice of Grandfathered Health PIan StAtUS..............ueiiiiiiiii ettt e e e e e e e e e e e e e nnes 81
The Federal Newborns’ and Mothers’ Health Protection ACt 0f 1996 .........ccuuiiiiiiiiiiiii e 81
Federal Women'’s Health and Cancer Rights ACt Of 1998 ..........uuiiiiii i e e nnes 81
Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP) ............ccccivveeennnns 81
[ LT | o (=Tt o] Yot PSP PPPPRRN 83
HIPAA PIIVACY NOTICE ...eeeiiiiiiiiiiiieeee e e e e ettt e e e s e sttt e e e e e s s ase e e e e e aeeesastabeeeeeeees s nsesaeeeeeeessannstenneeaeessansnnsnnneeeeesannnnes 85
[ T N PSPPSR 89
EMPLOYEE ASSISTANCE PROGRAM ....ooiiiititiiiiit ettt sttt sttt e s atbe e e s s tbe e e s assbe e e aassbeeesansbeeesantbeeeaanseeeeennsees 96
FLEXIBLE SPENDING ACCOUNT (FSA) .oiiiittitiiiiiite ittt sttt et tee e s st e e s st a e s antbe e e s astbeeesanbbeeesanbseeessnnbeeesansees 98
Understanding Your Flexible Spending ACCOUNL ...........oii et e e e e e e e e snnbere e e e e e e s e aanes 98
Types of Flexible SPENING ACCOUNTS........oii ittt e e e e e et a et e e e e e e s abeteeeea e e s e anbbeaeeeaeaeaanantbneeaaaaeas 98
Health Care and DePENAENT CaArE..............uueeueeeeeeeeeeiee ettt ettt e e e e et ettt e e e e e e sttt e e e e e e e ssssseaaaaes 98
Premium CONVEISION PrOQIaM............ccc.uuueeieeeeeeeeeeeeee ettt e e e ettt et e e e e e sttt e e e e e sss e e aaaeeesssssssananeees 98
[ 7o L o] L= a0 )= SRR 99
[ 1o L o] L= =T o 1T o 1= ) SRR 99
[T aT 0] 1100 T=T o] TR PPPRPRRN 99
= =T ot i o] Y o ¢ [o 10 g £ 100
WS Lo T o Y= | B U= ORI 100
REIMBUISEMENT GIraCE PEIIOM ....ccoiiiiiieiiiieii ettt ettt e e s bb e e e e sb bt e e e snbbe e e e sabbeeeesnnbeeessnnneee s 100
Additional SPECIal GUIAEIINES .....cooo it e e e ettt e et e e e e s st bt e e e e e e e e aanbbbeeeaaaeeeannneneeeas 100
(O gF=TaTo T ool ST AN =l [ Tor 1 o] =S EPT TP 100
Change in Status QUAlIFYING BEVENTS ......cooiiiiiiiiiiii ettt e e e e ettt e e e e e e e e e aanbbe e e e e e e e e sanbbbeeeaaaeeas 101
Qualified HEalth Care EXPENSES.......uiiii ittt e e e e e b ettt et e e e e e aa bbb ee e e e e e e aasanbbeeeeaaeesaanbbreeeaaaeaas 102
Qualified Dependent Care EXPENSES .....ccoiiuuuiiieieae e iiitteie e e e e e e ettt e et a e e e e s e abebeeeeaaaaaaaasbeeeeaaaesaaanbbeaeeaaeeeaansbbbeeeaaaeans 102
Additional Dependent Care ACCOUNt REQUIALIONS .......cooiiiiiiiiiiiie et a e e e 102
Termination Of EMPIOYMENT ... ....ici it e s e e e e et s e r e e ae e e sa s et eeeeaeesaa s eaanereeeeesannsasaeeeaaeenannnsnnnnes 103
City of Eugene Employee Benefits Handbook 9 City Health Plan

March 1, 2019



(I 0 | Y o £ =Y o] = 103

L Lo = 1Y o Y o XY o Lo = S 103
UNPAIA LEAVE OF ADSEINCE .....coooeeeeeeeeeeeee ettt e e e e e e e e e e e e e e s e e eaaeeaaanes 103
Qualified Reservist DIStriDULIONS ..........oooiiiiii 104
T 10 0] oJ0 1 £1=T0 0 T= o ST TT R UPUTPPPRUPT 104
TaX RETUIMN CONSIABIALIONS .....eiiiiiiiiitie e ettt e e et e et et e e e s e et bbbttt e ee e e s e aaaabeeeeeaeeeaaabbbeeeeeaeesaanbbbbeeeaaaessanntrnneeas 105
Reimbursement Denial APPEAL ........oo oottt e e e e e e e e e bbb e e e e e e e e e annraaeeeaeeaaaaae 105
Health Care ACCOUNT WOTKSNEET ..ottt e e e e e st b ettt e e e e s s bbbt e e e e e e e e e annbsaeeeaeeaaannes 106
Dependent Care ACCOUNE WOIKSNEEL ... ittt e e e e e st bbb e e e e e e e e e snnbnaeeeaaeeaannes 107
TRANSPORTATION REIMBURSEMENT ACCOUNT (TRA) ...tttieiiiiiieeiiieeessitieeesssiaeeesssaaeeessssaeeesnsssseesnssaeessnsssees 108
L0 1= L ST 0T 0 =Y 108
L o1 o1 1 Y2 PRSPPI 108
a1 o T = U I USRS 108
Participation AgreemMENt CRANGES ......c.oicuviiiiie et e e s e e e e s s s e e e e e e s s sa e e et e eeeesnsseteeeeeeessannsrnnnreeeeesnnsnes 108
Qualified TranSPOrtatioN EXPENSE .....ciiiieiiiiiiiieieee e e s seiiee e e e e e et sttt e e e e e e s e saaate e eeeeessaassteaeeeaeessaassteeeeeeeesaansssraneeeeees 108
R RN oo ig]o 101 1 o] o T T V1 € TP P URT TR 109
USE [T O LOSE T RUIE ..ottt ettt e e oo oottt e e e oo s ab b be e et e e e e e s nbbebeeeaaeeaeannbbnaeeeaaeeaannes 109
T 1 0] oJ01£7=T0 0= o S PSP TP PUTPPPRPPT 109
LONG-TERM DISABILITY ittttiiittite sttt ettt ettt sttt e s sttt e e s sttt e e s ab bt e e s sttt e s nbbe e e e anbbe e e enbbeeesanbbeeeanbaeeesaneeas 111
o 1 o1 Y2 SRR 111
WHEN COVEIAGE BEOINS .....eeeeeiiee ettt e oo oottt e e e oo o ek bbbttt e e e e e e s a b bbbt e e e e e e e e amnbbeeeeaaeesaanbbbbeeeeaeeeaannbnnneeas 111
F e Y IV 0T Q=T 01T (=T o =T o | R 111
AT gL IO 03 =T = Vo T= I =t o R 111
[ (0T (o I = o o 1| ORI 111
[ 1= T a1 o o 01 ET= o 11 ] 7SR 112
TS LT 1) VAV V1o To T =1 o o PSR 112
Maximum BeNETFit PEIOM. ........ ..ttt ettt e e e e e s ab b ettt e e e e e s bbbt e eeaaeeseaanbbeaeeaaeeeaannes 112
AMOUNTE OF BENETIL ...ttt oo oottt e e oo oo bbb bt et e e e e e e aanbbe e e e e e e e s e nbbbbeeeaaeesaanntnnneeas 113
(D ]=To [ led 1] o] (= [ Tote] o 1= T TP PUUPPPRRPT 113
T RIMDOTAIY RECOVEIY ...ieiiiiieititetttetteeeeaeteaeeeesteeseses et eees s st s 5t s 5555555555555 5555555555 555555555555 555555555555 555555555555 52 sesmmmmnnnnnnnnnn 114
el [V (o] g IS3R= T [o T 411 =1 1 o] < TP PR POUPPPRRPTN 114
APPIYING FOr BENETILS .ttt ettt e e e e e s bbbttt e e e e e s saab b et e e e e e e s e nnbbbeeeaaaeseannnenneeas 114
ACCIABNTAL LOSSES ....eeiiitiiii ettt ettt e ettt ettt e e sttt e e st et e e e sa b et e e s sabe e e e e sabe e e e e sh ke e e e e eh ket e e ek beeee sk beeeeabbeeeesbbeeeeanbaeeeeanes 114
=] g F= T o1 11 2= o o =t 0] ][0 )Y 1= o OSSR 115
| 1N E S 8 2 N O SRR 117
L o1 o1 1 Y2 SO SPTPPTR 117
AT T T L0} =T = Vo T 3N = 1= o [ 1R 117
F e Y IV 0T ¢ Q=T 01T (=T o =T o | R 117
WHEN COVEIAGE ENUS ...ttt ettt e e e oo ook be bttt e e e e e e s R b bbbt e e e e e e e e amnbbe et e e e e e s aanbbbbeeeaaeeesanntenneeas 117
= aT o]0 T=T o] U UTT RO POTPPPRRPTN 118
DesSigNating YOUFr BENETICIAIY........eiiii ittt e ettt e e e e e s e bt ettt e e e e e s nbbbbeeeaaeeaeannbnaeeeaeeeaannes 118
Changing YOUr BENETICIAIY .....coiieiiiiiiiiie oottt ettt e e e oottt et e e e e e s a bttt e e e e e e e e e aanbbeeeeaaeesaannbbreeaaaaeaas 118
PaymMeENnt Of BENETIL. ...ttt oottt et e e e e e o hb bttt e e e e e e s abbb b e eeaeesesannbbeeeaeaaeaaannne 118
Coverage at Age 70 @N0 BEYONG.......uiiieiiiiiiiiieieee e e s sstiee e e e e e e s st e e e e e e s s saate e e eeeeessansteareeaeessaasssaneeeaaeesannsssrneneeenans 118
IR e g IS0 =T =i o] o U SPPTPRR 118
BASIC LIFE INSURANCE COVERAGE ...ttt ettt et a e st e e s st be e e s sntbe e e s antbe e e s ansbeaeannsbeaesansees 119
AMOUNt Of BASIC LIfE COVEIAGE ....vteiieitiiie ettt ettt e ettt e ettt e sttt e st e e e sttt e e e sabe e e e s asbe e e e s sbbeeeesabbeeeesabbeeeesnbneeeenans 119
Life Insurance Benefits DY EMPIOYEE GrOUP ....ccoiiviiiiiiiee st ee e e e s s sttt e e e e e e s st e e e e e e s nnan e e e e e e s e snnrnneeeaeeennnnnes 119
(701 VLT = To T = L 1 ET= o 1 ] PP 119
CONVEIING YOUI COVEIATE ..ceeiiiiititeieeae e e ettt e e e e e s e ettt ettt e ae e e s s st e beeeea e e e e o abebe e e e e e e e e aansbeeeeaeaeeaaaanbbeeeeaaeesaansbbbneaaaanans 120
AMOUNt Of CONVEISION COVEIATE... ... uetiieieeeeeiititteee e e e e ettt et e e e e e s s aaebeeeeaa e e e s sbebeeetaaaaaansbsseaaaeeeaasbbbeeeaaaeesansrnneeas 120
ACCEIBIALEA BENETILS ...ceiiiii ettt e e oo e s bbbttt e e e e e e s saa bbb e e e e e e e e e nbbbbeeeaaeeseannnrnneeas 120
Special Coverage for Police Officers and Fire FIGNLErsS.........ooo i 120
State of Oregon Mandated Life Insurance Coverage (ORS 243.005) ..........ccoooccvueeeieeeeessiiiiiiiaaeeeesciinrenann 120
State of Oregon Public Safety Memorial Fund (ORS 243.950) ............ouveeeieeeeeeeeeee et 121
Federal Public Safety Officers’ BENefitS PrOGIaim............c.cuuuiuuiii ittt 121

City of Eugene Employee Benefits Handbook 10 City Health Plan

March 1, 2019



ACCIDENTAL DEATH & DISMEMBERMENT INSURANCE .......coiiiiiiiiiie it 122

F N 101U ) A0 @01V =Y = o - 122
Accidental Death & Dismemberment Benefits by EMPIOYEE GrOUP ......cuuviviiiiiiviiiiieee e s ieiieeee e e e e s s snieeee e e e e 122
AMOUNTE OF ADED COVEIAGE .....eeieeieeiiittee et e e e ettt e e oo ettt e e e e a4 e aabebe et e e e e e e s ab bbbt eeaaeeaaaanbbeeeeeaeesaannbbbeeeaaeeeaanntrsneeas 122
WhO RECEIVES ADED BENETIES ... uuiiiiiiiiiiii e a e e bata b e eetsbetetetesststssessesesssessssssssssssnsssnsssnsnsnnnnnnnnns 122
Seat Belt BENETit .o 122
RTAT A = L LS g o] A @01 7=T =T o P PPPPPPPPPNS 123
SUPPLEMENTAL LIFE INSURANCE ... tteitiie ettt e e e e st st tee et e e e s s sssstaaeeeaeeesasssstaeeeaaeesaassnteneseeesssnnsseneneeeessannnns 124
o 1 o1 Y2 SRR 124
=T o 1Y D - = S PURESR 124
F N 101U T Ao @01V =Y = o 124
L@ 11 =T T CT {1 124
L0 ] R 124
City of Eugene Employee Benefits Handbook 11 City Health Plan

March 1, 2019



City of Eugene

CITY HEALTH PLAN

Preferred Provider Organization
Medical, Dental and Vision Insurance

Effective March 1, 2019



WELCOME

The City of Eugene maintains a health care program designed to provide you and your dependents with financial
assistance toward maintaining your good health. This plan helps pay your medical expenses, hospitalization costs,
and doctors’ fees. It also helps pay the cost of dental care, from routine examinations to orthodontic treatment.

The City of Eugene’s health plans are self-funded, which means the City directly pays the costs of eligible expenses
incurred under this plan. The City contracts with Claims Administrators to process the claims. This plan’s medical,
pharmacy and vision coverage is administered by PacificSource Health Plans, and the dental coverage is
administered by Delta Dental, a Moda Health affiliated company.

This handbook will help you understand how your plan works and how to use it. Please read it carefully and

thoroughly. If anything is unclear to you, either PacificSource Customer Service or Delta Dental Customer Service is
available to answer your questions. Contact information is at the front of this handbook.

Membership Card

After enrolling, you and your covered dependents will receive identification cards from our Claims Administrators,
PacificSource and Delta Dental, which will include your group number and identification number. Please review these
cards carefully. You will need to present your card each time you receive services from a participating physician or
provider. When calling for an appointment, identify yourself as a member of the PacificSource medical network or the
Delta Dental network. If you lose your identification card, you can request a replacement by either calling the Claims
Administrator or by requesting them via your member website.

Member Access Websites

The ability to access personal information online has become increasingly important. Both PacificSource and Delta
Dental have helpful online services for members which provide powerful tools for managing your healthcare. After a
simple registration process, you will be able to view benefit information tailored specifically for you. For example, you
can:

= Order ID cards

= Review benefit coverage levels

= Track deductibles and out of pocket information

= Change personal information

= Review claims information or check the status of an open claim

= Print an Explanation of Benefits

You can access the member websites at:
PacificSource — InTouch: www.pacificsource.com
Delta Dental (a Moda Health affiliated company) — myModa: www.modahealth.com
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MEDICAL BENEFIT SUMMARY

This is only a summary of your benefits; other sections of the handbook discuss the services covered under the plan,
as well as applicable benefit limitations, exclusions from coverage, and conditions of service.

Payment to providers is based on the contracted reimbursement rate for covered services. Although in-network
participating providers accept the contracted rate as payment in full, nonparticipating providers may not. To receive
the maximum benefits under this plan, members should use an in-network participating provider.

City Health Plan Medical Coverage Administered by PacificSource

General Information Health Plans

Eligibility Regular full-time and part-time employees scheduled to work at least 20 hours per
week (or who otherwise qualify as regular part-time employees under an applicable
labor agreement or administrative policy). IATSE-represented employee eligibility
specified in most recent labor agreement between IATSE and the City of Eugene.
Temporary employees meeting the definition of full-time under the Affordable Care Act
(ACA).

Former employees and/or their dependents who are eligible for COBRA or the Retiree
health insurance continuation

When Coverage Begins Regular Active employees: First of the month following date of hire (following date of
eligibility for IATSE-represented employees).Temporary Active employees: First of the
month after the Administrative Period following ACA date of eligibility.
COBRA/Retirees: First of the month following the last day of employment with the City
of Eugene, provided timely election of coverage and premium payment

Benefit Levels The City Health Plan uses the PacificSource Preferred PSN Network . Benefit levels
for most services after the deductible:

e In-Network participating provider:  80%

e Non-Network (nonparticipating) provider: 50%

Choice of Physician/Hospital For most services, you must go to an in-network physician or hospital to receive
network benefits inside the service area. However, if you are willing to pay more for
the cost of health care you may go to any qualified provider. Referrals to specialists
are not required on this plan.

Service Area Worldwide. Benefits are paid at the highest rate when using a provider in the
PacificSource service area. PacificSource contracts with participating providers
throughout the Oregon, Idaho, and Montana service areas and in bordering
communities in southwest Washington. They also have agreements with certain
nationwide networks whose providers outside the PacificSource service area are
considered participating providers under your plan. Contact PacificSource for details.

Contact PacificSource for information on contracted air ambulance services.

Required Premiums Employees may be required to contribute to the cost of coverage under this plan.
Retiree and COBRA Continuees pay the full cost of the premium.

Information on rates is available on the City of Eugene Benefits website at
www.eugene-or.gov/employeebenefits.

Calendar Year Deductible

AFSCME Per Person: $150 combined medical/pharmacy deductible
Per Family: $450 combined medical/pharmacy deductible

EPEA Per Person: $130 combined medical/pharmacy deductible
Per Family: $390 combined medical/pharmacy deductible
IAFF Per Person: $150 combined medical /pharmacy deductible
Per Family: $450 combined medical/pharmacy deductible
IATSE Per Person: $150 combined medical /pharmacy deductible
Per Family: $450 combined medical/pharmacy deductible
IAFF BC and Per Person: $150 medical deductible/No deductible for pharmacy
Non-Represented Per Family: $450 medical deductible/No deductible for pharmacy
Deductible Carryover If eligible expenses incurred in October, November, or December are used to meet

the current year's deductible, they will also be carried forward and applied to the next
year's deductible (applies to individual deductible only).
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Calendar Year Out-of-Pocket Maximum Expense per Person ( in addition to any applicable deductible)

Non-Represented

AFSCME $850 combined medical and pharmacy
EPEA $950 combined medical and pharmacy
IAFF $950 combined medical and pharmacy
IATSE $1,000 combined medical and pharmacy
IAFF BC and

Medical: $1,000 Pharmacy: $1,000

BENEFIT

Professional Services

PREFERRED PROVIDER NON-PREFERRED PROVIDER

Allergy Injections—Physician Services

|80% after deductible |50% after deductible

Alternative Care

Acupuncture

80% after deductible for acupuncture services performed by registered acupuncturist or
physician

Chiropractic Treatment

80% after deductible, limited to 52 visits per calendar year

Massage Therapy,
Registered Dieticians and
Licensed Naturopaths

Paid at 80% after deductible.

Non-Represented: Office visits for these service providers limited to a combined total of
10 visits per calendar year.

AFSCME, EPEA, |AFF, IAFF-BC, IATSE: While there is no limit to the number of
medically necessary visits, benefits are limited to the maximum benefit paid per calendar

year as follows:

Naturopaths — $300 maximum benefit;
Dietician services — $200 maximum benefit

Licensed massage therapists — $300 maximum benefit;

Office Visits

80% after deductible

50% after deductible

Physician Hospital Visits

80% after deductible

50% after deductible

Maternity Care —Physician Services
Including prenatal, delivery, postnatal
care of mother and infant

80% after deductible
(must be insured at time of delivery)

50% after deductible
(must be insured at time of delivery)

Surgery — Physician Services

80% after deductible

50% after deductible

Inpatient
Surgery— Physician Services 100%, no deductible 50%, no deductible
Outpatient IATSE — 80%, no deductible

Hospital / Inpatient Services

Room and Board — Note: Inpatient services subject to compliance with utilization revie

w procedure

Inpatient

80% after deductible

50% after deductible

Extended Care Facility /

Skilled Nursing Facility Care
(60-day maximum benefit period per
calendar year)

50% after deductible for daily room and
board; services other than room and board
paid at benefit level applicable to the service
performed

50% after deductible for daily room and
board; services other than room and board
paid at benefit level applicable to the
service performed

Outpatient Services

Outpatient Surgery Facility Charges

Preferred Provider: 80% after deductible;
100% after deductible for EPEA

Non-Preferred  Provider: 50%  after
deductible, 100% after deductible for
EPEA, 50%, no deductible for AFSCME

Diagnostic X-ray and Lab Services

80% after deductible when prescribed by a
physician in case of illness

50% after deductible when prescribed by a
physician in case of illness

Imaging Procedures (CT/MRI)

80% after deductible for illness

50% after deductible for iliness

Emergency and Urgent Care

Ambulance
Contact PacificSource for information
on contracted air ambulance services.

employees.

80% after deductible for medically necessary ambulance transportation for service to
and from the nearest hospital that can give necessary care and treatment.
Covered at 100% with no deductible for AFSCME-, EPEA- and |IAFF-Represented

Emergency Medical Care - lliness

80% after deductible

Emergency Medical Care - Injury

80% no deductible

Urgent Care Office Visit

80% after deductible

| 50% after deductible
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BENEFIT

PREFERRED PROVIDER

NON-PREFERRED PROVIDER

Preventative and Well Care Services

Physical Exams - age two and over,
(Subject to exam frequency limits.)

AFSCME and Non-Represented:
no deductible
Others: 80% no deductible

100%

50% no deductible

Gynecological Exams
(Subject to exam frequency limits)

AFSCME and Non-Represented:
no deductible
Others: 80%, no deductible

100%

50%, no deductible

Mammogram
(Subject to schedule of eligibility)

AFSCME and Non-Represented:
no deductible
Others: 80%, no deductible

100%

50%, no deductible

Cancer Screenings
Including Colonoscopy, Colorectal and
Prostate screening
(Subject to schedule of eligibility)

AFSCME and Non-Represented:
no deductible

Others: 80%, no deductible

100%

50%, no deductible

Preventative Care Lab Services

AFSCME and Non-Represented:
no deductible
Others: 80%, no deductible

100%

50%, no deductible

Immunizations

Adults and children age two and over:
AFSCME and Non-Represented:
no deductible

Others: 80%, no deductible

Children under age two:
Covered only under Well Baby/Child Care

100%

Adults and children age two and over:
50%, no deductible

Children under age two:
Covered only under Well Baby/Child Care

Well Baby/Child Care
From birth to age 12 months no limit
on number of visits. Age 13 months to
age 24 months up to a maximum of
two visits

AFSCME and Non-Represented:
no deductible
Others: 80%, no deductible

100%

50%, no deductible

50%, no deductible

Other Services and Supplies

Accidental Injuries

80%, no deductible

50%, no deductible

Diabetic Instruction

80% after deductible

50% after deductible

Durable Medical Equipment

80% after deductible when prescribed by a physician

Hearing Aid - Adults

50% of eligible expenses after deductible during a 36-month period.
$500 maximum benefit for EPEA, IATSE. IAFF, and IAFF BC,
$1000 maximum benefit for AFSCME and Non-Represented

Hearing Aid - Children

80% after deductible

Hearing Analysis

80% after deductible if prescribed by physician when medically necessary

Home Health Care
(Includes professional nursing
services; health aid services from

licensed/accredited programs)

100%  after  deductible; limited
100 4-hour visits per calendar year

to

80%  after deductible; limited
100 4-hour visits per calendar year

to

Hospice Care
(Inpatient outpatient  services,
professional nursing services from
licensed and accredited programs)

or

Bereavement Counseling

100% after deductible for terminally ill patients with a life expectancy of up to six months

$25 per visit for a maximum of 12 visits per calendar year

Midwifery/Birthing Centers
(Free Standing Centers)

100% after deductible

50% after deductible

Occupational and Speech Therapy

80% after deductible

Physical Therapy

80% after deductible if prescribed by a physician

Prosthetic Devices

80% after deductible for devices replacing bodily functions

Radiotherapy

80% after deductible

50% after deductible

Rehabilitation (Inpatient)

80% after deductible

50% after deductible

Surgical Bandages

80% after deductible

Tobacco Cessation

Eligible expenses for members age 15 or older participating in a tobacco cessation

program are covered
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BENEFIT PREFERRED PROVIDER NON-PREFERRED PROVIDER

Transplantations 80% after deductible, subject to exclusions|50% after deductible, subject exclusions
and limitations) and limitations
Tubal Ligation and Vasectomy 80% after deductible 50% after deductible

(Reversals are not covered)
Mental Health and Chemical Dependency

Mental Health, Covered the same as any other condition, and may be subject to deductible,
Chemical Dependency, coinsurance and limitations. There is no provider network for these services. Inpatient,
Drug Dependency and Alcoholism outpatient and residential covered at 80%.
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PHARMACY BENEFIT SUMMARY

Pharmacy coverage is administered by PacificSource Health Plans, using the PacificSource Health Plans Retail
Pharmacy Network and offering mail-order pharmacy through CVS Caremark. Please review the Covered Medical
Services, Supplies and Treatments - Prescription Medication section of this handbook for more information.

The City complies with the Affordable Care Act as it applies to 100% coverage of preventative drugs outlined in the
Act.

The City of Eugene uses the PacificSource Preferred Drug List (PDL), which is available on the PacificSource at:
http://www.pacificsource.com/pdl/.

Retail Co-pay

Mail-Order Co-pay

AFSCME-Represented

Deductible applies.
$850 Combined Rx/Medical

Up to 3-month supply**
(1-month supply for self-injectables)

Tier 1:
Tier 2:
Tier 3:

$10
20%
25%

$10
$20
25% or $25* ($60 cap)

EPEA-Represented

Deductible applies.
$950 Combined Rx/Medical

Up to 3-month supply**
(1-month supply for self-injectables)

Tier 1:
Tier 2:
Tier 3:

$10
20%
20%

$10
$25
25% or $25*( $65 cap)

IAFF-Represented

Deductible applies.
$950 Combined Rx/Medical

Up to 3-month supply**
(1-month supply for self-injectables)

Non-Represented

Tier 1: $10 $10

Tier 2: 20% 20% or $20* ($30 cap)

Tier 3: 25% 25% or $25* ($70 cap)
IATSE-Represented Deductible applies. Up to 3-month supply**

(1-month supply for self-injectables)

Tier 1: $10 $10

Tier 2: 20% 20% or $20* ($30 cap)

Tier 3: 25% 25% or $25* ($60 cap)
IAFF BC and No deductible. Up to 3-month supply**

(1-month supply for self-injectables)

Tier 1:
Tier 2:
Tier 3:

10% or $10*
20% or $15*
25% or $25*

10% or $10*
20% or $15*
25% or $25*

*Whichever is greater

**If a 3 month supply of contraceptives is initially prescribed, a twelve month refill of the same contraceptive

will be covered, regardless if the initial prescription was covered under this plan.
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VISION BENEFIT SUMMARY

Former Employees: Vision Coverage is optional for former employees continuing coverage,
and is only available if you selected this benefit level and pay the additional required premium.

Vision coverage is administered by PacificSource Health Plans. See the Vision Plan Coverage section of this
handbook for additional information about your benefits.

VISION GENERAL INFORMATION

Deductible

None

Covered Vision Services

Exams, lenses and frames, contact

lenses, medically necessary subnormal

vision aids

BENEFIT — Children under the age of 19 All Plans
Eye Exams (once every 12 months) 80%
Prescription frames and lenses OR contacts (once every | 100%
12 months). Contacts limited to the following per year:

Standard (one pair annually): 1 contact lens per eye

(2 lenses total);

Monthly (six month supply) or Biweekly (3 month

supply): 6 lenses per eye (12 lenses total);

Dailies (one month supply): 30 lenses per eye

(60 lenses total)
BENEFIT - Adults IATSE IAFF and EPEA

Eye Exams (once every 12 months)

80% up to $60

80% up to $75

Lenses (per lens)***

Single Vision $20 $25
Bifocal $30 $40
Trifocal $40 $40
Lenticular $60 $60
Frames*** (one pair, once every 24 months) $50 $60
Contacts*** (per lens, once every 24 months)
After cataract surgery $60 $75
To correct extreme visual acuity problems (20/70) $60 $75
Cosmetic Contacts (both lenses) $70 $90

»**Adult plan members are eligible for prescription lenses and frames OR prescription contacts every

24 consecutive months.

BENEFIT - Adults IAFF BC AFSCME and
Non-Represented
Eye Exams (once every 12 months) 80% 80%

Prescription frames, lenses and/or contacts (once every
24 months)

$150 maximum

$300 maximum
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DENTAL BENEFIT SUMMARY

Former Employees: Dental Coverage is optional for former employees continuing coverage,
and is only available if you selected this benefit level and pay the additional required premium.

Dental coverage is administered by Delta Dental Plan of Oregon, a Moda Health affiliated company.

This is only a brief summary of your dental benefits. Please refer to the additional information provided in the Dental
Coverage section of this handbook for details.

The City's dental plan utilizes the Delta Dental Premier Dental Network. Delta Dental has contracted with
participating dentists and has approved their fee schedules. As a result, your share of the dental costs may be
reduced. Benefit levels for non-participating providers are based on the prevailing fee level charged by other dentists

for the same services.

BENEFIT

Service Area

The Delta Dental Premier Dental Network includes all counties in Oregon.
Members living outside the Delta Dental Premier Dental Network can
receive in-network benefits from a Premier provider through Delta Dental’s
nationwide network, the Delta Dental Network.

Calendar Year Deductible

AFSCME-, IAFF-, IAFF BC, IATSE- and Non-Represented: $50 per person;
$150 family maximum

EPEA-represented group: $30 per person; $100 family maximum

Maximum Dental Benefit*

AFSCME-Represented: $250 per person for expenses incurred first
calendar year of eligibility; $1,600 per person each
calendar year thereafter

IATSE-Represented:  $250 per person for expenses incurred first

calendar year of eligibility; $1,250 per person each

calendar year thereafter

EPEA- and IAFF-Represented: $300 per person for expenses incurred first
calendar year of eligibility; $1,300 per
person each calendar year thereafter

IAFF BC and Non-Represented: $1,500 per person each calendar year
*Essential dental benefits for members under the age of 19 will not be

subject to the annual dental maximum. See the Dental Plan Coverage
section of this handbook for details.

Preventative Services
Exams, Bitewing X-rays, Fluoride,
Cleaning

100% no deductible

Basic Services
Fillings, Crowns, Denture Repairs

80% after deductible

Major Services
Initial Dentures and Bridgework

50% after deductible

Dental Implants

AFSCME, IAFF BC and Non-Represented: 50% after deductible. Implant
placement and removal once per lifetime per tooth space. AFSCME benefit
not subject to annual benefit maximum through June 30, 2020, after which
benefit will be subject to the annual benefit maximum.

Others: Not covered

Orthodontic Services

50% no deductible. $2,000 per person maximum lifetime benefit
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USING THE MEDICAL PROVIDER NETWORK

This section explains how your plan’s medical benefits differ depending on how you access care. This information is
not meant to prevent you from seeking treatment from any provider if you are willing to take increased financial
responsibility for the charges incurred.

Medical Provider Network

PacificSource contracts with participating providers throughout the Oregon, Idaho, and Montana service areas and in
bordering communities in southwest Washington. They also have agreements with certain nationwide networks
whose providers outside the PacificSource service area are considered participating providers under your plan.
Contact PacificSource or go to PacificSource.com for details. The PacificSource Preferred Provider Network is an
important feature of the City Health Plan, consisting of a network of providers and hospitals that provide health care
at negotiated discounted rates. These discounts are passed on to plan participants and the City. Use of an in-
network provider benefits both you and the City as we work together to manage health care costs.

The City Health Plan gives you the freedom to choose any eligible provider or hospital at the point in time you need
care. You may choose to see an in-network participating provider and, in most cases, receive higher benefit levels, or
you may see a provider that is not part of the PacificSource network and receive lower benefit levels. You make the
choice each time you receive medical care covered by the plan.

Accessing the Medical Network

You may choose any of the PacificSource participating providers and facilities at the time you need service. You do
not need to select a primary care provider and you do not need referrals in order to access specialists. Contact
PacificSource for more information about the network physicians. You can also find up-to-date listings on the
PacificSource website at www.pacificsource.com. Select the Preferred PSN network.

Continuity of PPO Care Rates

Continuity of care rates means the feature of the plan that allows a covered person who is receiving care from a
preferred provider to continue to receive care from the provider for a limited period of time after the provider's
medical services contract with the claims administrator has terminated.

Continuity of care rates is conditioned upon the willingness of the provider to adhere to the medical services contract
that had most recently been in effect between the provider and the claims administrator, and the acceptance by the
provider of the contractual reimbursement rate applicable to the time of contract termination (or if the contractual
reimbursement rate was not based on a fee for service, a rate equivalent to the contractual rate).

In order for a covered person to be eligible for continuity of care rates, all of the following conditions must
be satisfied:

= The covered person must request continuity of care rates from the claims administrator;

= The covered person must be undergoing an active course of treatment that is medically necessary and, by
agreement of the provider and the claims administrator, it is desirable for the covered person to maintain
continuity of care with the provider; and

= The contractual relationship between the provider and the claims administrator with respect to the plan
has ended.

The claims administrator will not be required to make continuity of care rates available when the contractual
relationship between the provider and the claims administrator ceases by reason of one of the following
circumstances:

= The provider:

Has retired

Has died

No longer holds an active license

Has relocated out of the service area

Has gone on sabbatical

Is prevented from continuing to care for patients because of other circumstances

= The contractual relationship has terminated in accordance with provisions of the medical services contract
relating to quality of care and all contractual appeal rights of the provider have been exhausted
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Except in the case of pregnancy, a covered person who is entitled to continuity of care rates will be eligible for such
coverage rates until the earlier of the following dates:

= The day following the date on which the active course of treatment entitling the covered person to continuity of
care rates is completed

= The 120th day after the date of notification by the claims administrator to the covered person of the termination of
the contractual relationship with the provider

A covered person who is undergoing care for pregnancy and who becomes entitled to continuity of care rates after
commencement of the second trimester of the pregnancy will be eligible to receive the care on a continuity of
coverage basis until the later of the following dates:

= The 45th day after the birth

= As long as the covered person continues under an active course of treatment, but not later than the 120t day
after the date of notification by the claims administrator to the covered person of the termination of the
contractual relationship with the provider

Benefit Levels

Benefit levels listed in this booklet assume plan participants receive services through the PacificSource PSN
network, when applicable. After the deductible, the City Health Plan will pay most covered physician and hospital
services in the following manner:

= In-network providers: 80%
= Non-network providers: 50%

Network Exceptions

Benefits will be paid at the in-network level (80% of the allowable fee, in most cases) for services of eligible providers
when a PacificSource-affiliated network is not available. There is no in-network requirement for Alternative Care,
Mental Health Services, and Vision exams covered under this plan.

Coverage Outside the Provider Network

When you need medical services outside the PacificSource network, you can save out-of-pocket expense by using
the participating providers in the supplemental networks identified on the PacificSource website. These supplemental
networks can minimize your out-of-pocket expense by providing you with access to providers nationwide and the
associated savings that can be realized through contracted rates.

Living Outside the Network

If there is no PPO provider who can provide a covered service, or if you are living out of the service area and cannot
see a PPO provider, benefits will be paid at the in-network level (80% of the allowable fee, in most cases).

Covered Children

During the period that a covered child under the applicable age limit as specified by the plan resides outside the
service area, the covered child will receive benefits for treatment of an illness or injury, and preventive health care
and maternity services, as if the care were rendered by a preferred provider, subject to the following limitations:

= Fees charged by out-of-area professional providers will be reimbursed at the allowable fee for those services
= Benefits and co-payments apply as if the patient had been referred to a preferred provider

Traveling Outside the Network

Emergency Care: You are covered for treatment of medical emergencies worldwide. If you are traveling outside the
network and need emergency care, you should seek immediate treatment. For emergencies, your plan pays benefits
at the participating provider level regardless of your location, with covered expenses based on PacificSource’s
allowable fee. Please see the section in this handbook on Emergency Care and Urgent Care for more information.

Non-Emergency Care: When you need non-emergency medical services while traveling outside your network, you
can save out-of-pocket expense by using participating providers available through PacificSource’s supplemental
networks. While claims are paid at the lower benefit level for all non-emergency care received outside your primary
service area, you will be able to take advantage of provider discounts that apply when the provider is participating in
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PacificSource’s supplemental networks. If you seek care from a Nonparticipating provider, you will receive the out of
network benefit and may be required to pay any cost that exceeds your maximum plan allowance.

Whenever possible, call your PCP first. Your PCP will direct you to the appropriate setting for care, such as an
emergency room, urgent care clinic, or physician’s office. You can then contact PacificSource to find a participating
provider in your area. PacificSource’s phone number is printed on your PacificSource ID card for your convenience,
or you can use the provider search tool available on the PacificSource website at www.pacificsource.com.

Determination of Benefits

The City’s Claims Administrator has final discretionary authority to determine eligibility for benefits, to make factual
determinations involving claims for benefits and to construe the terms of the plan for claim payment purposes. This
authority includes the allowance for alternative benefits. Alternative benefits are payments for services or supplies
which are not otherwise benefits covered by this plan, but which the Claims Administrator finds to be medically
necessary and cost effective. Plan payments for approved alternative benefits are covered expenses for all purposes
under this plan. Payment of alternative benefits for one plan member does not obligate the plan to pay such benefits
for other plan members, nor to pay continued or additional alternative benefits for a specific plan member.
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MEDICAL COVERAGE GENERAL INFORMATION

Qualified Medical Professionals

Qualified medical professionals covered by the medical plan include, but are not necessarily limited to, the following,
when providing medically necessary covered services within the lawful scope of their license:

Doctor of Medicine (MD)

Doctor of Osteopathy (DO)

Chiropractor;

Podiatrist

Licensed Midwife or Nurse Midwife

Licensed Dentist (Doctor of Medical Dentistry or Doctor of Dental Surgery), but only for the following dental

services:

e Treatment of accidental injury to natural teeth or a fractured jaw, including replacement of injured natural
teeth, so long as treatment is provided within six months of the accident

e Surgical removal of impacted teeth

e Surgical treatment of the mouth or gums that does not involve repair, removal, or replacement of teeth

Licensed Marriage and Family Therapist (LMFT)

Licensed Professional Counselor (LPC)

Licensed Psychologist

Licensed Psychologist Associate-Resident

Licensed Clinical Social Worker (MSW), but only for services rendered upon the written referral of a Doctor of

Medicine or Osteopathy, or a Psychologist

Registered Acupuncturist

Certified Nurse Practitioner

Physician Assistant

Registered Physical, Occupational, Speech or Audiological Therapist, an individual who is licensed to perform

audiometric examinations and dispense hearing aids (Audiologist), or Certified Speech Pathologist, but only for

rehabilitative or diagnostic testing services rendered upon the written referral of a Doctor of Medicine or

Osteopathy

= Registered Nurse (RN), Licensed Practical Nurse (LPN) or a registered first nurse assistant, but only for services
rendered upon the written referral of a Doctor of Medicine or Osteopathy, and only for those services nurses
customarily provide to patients

= Licensed Naturopath, Licensed Massage Therapist, Registered Dietician

= Licensed Pharmacist

= State Licensed Audiologist

Please note that even when seeing an approved provider, certain services may not be covered under your plan.
Contact the Claims Administrator if you would like to verify coverage prior to receiving a service.

Medical Deductible

The medical deductible is the amount you and your eligible dependents must pay for covered medical
expenses each calendar year (January 1 through December 31) before the plan will pay benefits for any additional
covered expenses you incur that year. See the Summary of Medical Benefits for the deductible amounts for each
employee group.

No more than three deductibles must be paid by any one family per calendar year, and only one deductible is
required if two or more family members incur medical expenses as a result of the same accident.

Current employees and their dependents transferring from the City Managed Care plan to the City Health Plan during
the annual open enroliment period will be given a 50% credit toward the first calendar year deductible (individual
and family).
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Carry-Over Deductible

The deductible must be satisfied each year. However, medical expenses incurred in October, November, or
December which are used to meet the current year’s deductible will be applied toward the individual's deductible for
the next year.

For example, if your deductible is $150 and $65 in covered medical expenses is applied toward your deductible in
December, you will need only $85 in eligible charges to meet the next year's deductible ($65 + $85 = $150 annual
deductible).

Medical Benefits After Meeting the Deductible

After you meet the deductible, the plan will pay 80% of most eligible medical expenses each calendar year. You pay
the other 20% plus the deductible, up to your out of pocket maximum. After that, the plan pays 100% of eligible
expenses in that calendar year. See the Summary of Medical Benefits for details.

Out of Pocket Maximum Limit

This plan has an out-of-pocket limit provision to protect you from excessive medical expenses. The Medical Benefit
Summary shows your plan’s annual out-of-pocket limits. If you incur covered expenses over your out-of-pocket limit,
this plan will pay 100% of eligible charges.

Your expenses for the following do not count toward the annual out-of-pocket limit:

= Excluded services

= Charges over the allowable fee for services of nonparticipating providers
= Incurred charges that exceed amounts allowed under this plan

= Medical deductible

Please note that if you change your enrollment from one City health plan to another during a calendar year, the
expenses that have accrued toward your out-of-pocket maximum under the first plan will not carry over and be
applied toward your out-of-pocket maximum under the new plan. As a result, only the expenses incurred by you after
your enrollment in the new plan will be counted against your out-of-pocket maximum under that plan.

Consent to Examination of Medical Records

By acceptance of the benefits provided under the City Health Plan, you and your dependents are deemed to have
consented to the examination of medical records by the claims administrator, or its designee, for the purpose of
utilization review, quality assurance and peer review.

Confidentiality of Information

PacificSource has developed a policy and procedures to protect the confidentiality of medical records and other
information regarding covered plan members. With certain limited exceptions, Oregon law requires health plans to
obtain a written authorization from the enrollee or his or her representative before disclosing personal information.

Monitoring of Communications

PacificSource reserves the right to monitor telephone conversations and e-mail communications between its
employees and its customers for legitimate business purposes as determined by PacificSource. The monitoring is to
ensure the quality and accuracy of the service provided by employees of PacificSource.

Amendment or Termination of Plan

The City of Eugene intends to continue to maintain the City’'s Health Plan indefinitely. However, subject to any
collective bargaining requirements, the City reserves the right at any time and from time to time to amend or
terminate in whole or in part any of the provisions of the plan or any of the benefits provided under the plan. Any such
amendment may take effect retroactively or otherwise. In the event of a termination or reduction of benefits under the
plan, the plan will be liable only for benefit payments due and owing as of the effective date of such termination or
reduction, and no payments scheduled to be made on or after such effective date will result in any liability to the plan
or the City of Eugene. If in the future any provision of the City’'s health plans is materially modified, you will be
provided timely written notice of the modification.
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COVERED MEDICAL SERVICES, SUPPLIES AND TREATMENTS

You and your eligible dependents have a complete package of health care services and protection for iliness, injury,
and certain preventive care. However, with the exception of preventative and well care services, all services and
supplies must be medically necessary as determined by the City of Eugene’s Claims Administrator to be covered
under this plan. For a medical expense to be eligible for payment, you must be covered under this plan on the date
the expense is incurred.

Please be aware that just because a treatment is prescribed by a healthcare professional does not mean it is
medically necessary under the Claims Administrator’s guidelines or that it will be covered under this plan.
See the Definitions section of this handbook for more information on Medical Necessity. In addition, some medically
necessary services and supplies may be excluded from coverage under this plan. Be sure you read and understand
the Excluded Services and Benefit Limitations sections of this handbook, including the section on Pre-authorization.

Some of the services and supplies listed below may not be covered for all employee groups. For amounts
paid by the plan, refer to the Benefits Summary in the front of this handbook. If you ever have a question about your
plan benefits, contact the Claims Administrator's Customer Service Department.

The City will comply with provisions of the Affordable Care Act (ACA) for Grandfathered or Non-Grandfathered plans,

as appropriate, and no benefits outlined below are intended to limit benefits required under the ACA. See the Notice
of Grandfathered Health Plan Status in this handbook for more information.

Accidental Injuries

No deductible is required for covered expenses incurred due to an accident.

Alternative Care

Your plan’s alternative care benefit allows you to receive treatment from alternative care practitioners for certain
healthcare services. Services must be medically necessary.

Listed below are the types of alternative care covered under this plan. See the Benefit Summary for benefit details.

Acupuncture

Covered after the deductible for acupuncture services performed by a registered acupuncturist or physician.

Chiropractic

Routine treatment includes initial exam, x-rays, manipulation and therapy performed by a chiropractor or other
qualified medical professional, subject to limitations. Chiropractic visits are limited to a maximum of 52 visits during a
calendar year.

Massage Therapy

Medically necessary services of licensed massage therapists are covered after deductible up to the maximum benefit
or combined visit limit per calendar year.

Naturopathy

Office visits to licensed naturopaths are covered after deductible up to the maximum benefit or combined visit limit
per calendar year.

Nutritional Counseling

Consultations with registered dieticians are covered after deductible up to the maximum benefit or combined visit
limit per calendar year. This benefit is in addition to the Diabetic Instruction benefit under the plan.
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Ambulance Service

Medically necessary state certified ground or air ambulance service and/or transportation is covered when private
transportation is inappropriate due to the medical condition. Benefits are provided for emergency ambulance service
and/or transport to the nearest facility capable of providing the necessary treatment.

Air ambulance service is covered when medically necessary and ground transportation is medically or physically

inappropriate. Prior authorization may be required. Contact PacificSource for information on contracted air
ambulance services.

Blood Transfusions

Blood and Plasma are covered at 80% after the deductible, unless replaced for the patient.

Breast Surgery and Reconstruction

Coverage for surgery performed to reduce breast size (breast reduction) is subject to a finding of being medically
necessary and must be preauthorized.

Reconstructive surgery following a mastectomy (in a manner determined in consultation with the attending physician
and the patient) is covered as follows:

= All stages of reconstruction of the breast on which the mastectomy has been performed, including but not limited
to nipple reconstruction, skin grafts and stippling of the nipple and areola

= Surgery and reconstruction of the other breast to produce a symmetrical appearance

= Prostheses

= Treatment of physical complications of the mastectomy, including lymphedemas

= Inpatient care related to the mastectomy and post-mastectomy services

The patient’s physician must contact PacificSource to receive authorization in advance. Coverage is at the applicable
Inpatient Surgery or Outpatient Surgery rate. See the Medical Benefits Summary for details. Initial breast implant
after surgery is covered at 80% after the deductible.

Cardiac Rehabilitation

This plan covers cardiac rehabilitation per the Claims Administrator's standard administration. Please contact
PacificSource for details.

Chemical Dependency

For the benefits for the treatment of Chemical Dependency provided by the plan, refer to the Mental Health/Chemical
Dependency section.

Clinical Trials

Routine costs for the care of a member who is enrolled in or participating in qualifying clinical trials are covered under
your plan. Routine costs mean medically necessary conventional care, items or services covered by the plan if
typically provided absent a clinical trial. Coverage is subject to the provisions of your plan that apply to other benefits
within the same category, including but not limited to copayments and coinsurance. This plan is not liable for any
adverse effects of the clinical trials.

Qualifying clinical trials are limited to those:

= Funded by the National Institutes of Health, the Centers for Disease Control and Prevention, the Agency for
Healthcare Research and Quality, the Centers for Medicare and Medicaid Services, the United States
Department of Defense or the United States Department of Veteran Affairs

= Supported by a center or cooperative group that is funded by the National Institutes of Health, the Centers for
Disease Control and Prevention, the Agency for Healthcare Research and Quality, the Centers for Medicare and
Medicaid Services, the United States Department of Defense or the United States Department of Veterans
Affairs

= Conducted as an investigational new drug application, an investigational new drug application to the United
States Food and Drug Administration

= Exempt by federal law from the requirement to submit an investigational new drug application to the United
States Food and Drug Administration
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This plan does not cover:

= The drug, device or service being tested in the clinical trial unless the drug, device or service would be covered
by the plan if provided outside of a clinical trial

= Items or services required solely for the provision of the drug device or service being tested in the clinical trial

= Items or services required solely for the clinically appropriate monitoring of the drug, device or service being
tested in the clinical trial

= Items or services required solely for the prevention, diagnosis or treatment of complications arising from the
provision of the drug, device or service being tested in the clinical trial

= Items or services that are provided solely to satisfy data collection and analysis needs and that are not used in
the direct clinical management of the member

= Items or services customarily provided by a clinical trial sponsor free or charge to any person participating in the
clinical trial

= Items or services that are not covered by the plan if provided outside of the clinical trial

Cochlear Implants

Cochlear and bilateral cochlear implants are covered when determined medically necessary and authorized by
PacificSource.

Colorectal Cancer Screening

Examinations and laboratory tests are covered for members per the schedule below beginning at age 50,0r as
recommended by a medical provider for those at high risk for colorectal cancer:

= One fecal occult blood test annually

=  One flexible sigmoidoscopy every 5 years

= One colonoscopy every 10 years

= One double contrast barium enema every 5 years

Cosmetic or Reconstructive Surgery

Cosmetic surgery is surgery that improves or changes appearance without restoring impaired body function.
Cosmetic surgery is not covered under the plan, except for cosmetic surgery required as a result of an accidental
injury or for a birth defect or illness of a covered eligible child born to a covered person. This type of surgery is
considered reconstructive in nature.

Reconstructive Surgery (Non-Cosmetic) is surgery performed on abnormal structures of the body, caused by
congenital defects, developmental abnormalities, trauma, infection, tumors or disease. It is usually performed to
improve function, but may also be done to approximate a normal appearance. Reconstructive procedures which are
partially cosmetic in nature may be covered if the Claims Administrator's medical director finds the procedure to be
medically necessary. All reconstructive procedures must be preauthorized and approved as medically necessary or
benefits will not be paid.

Complications of reconstructive surgeries will be covered if medically necessary, clinically distinct and not specifically
excluded under this plan.

Any form of acne surgery, including cryotherapy, dermabrasion, and excision of acne scarring, is covered if pre-
authorized and found to be medically necessary by a physician review.

Dental Services

Certain dental procedures are covered under this medical plan:

= Treatment for an accidental injury in which the jaw is broken or the natural teeth are injured, provided that the
treatment occurs within six months of the injury;

= Surgical removal of impacted teeth, with the medical plan primary and the dental plan secondary; and

= Other surgical treatment of the mouth or jaw that does not involve the repair, removal or replacement of teeth.

See the Dental Plan Coverage section of this handbook for benefits covered under the City’s Dental Plan.
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Developmental Disorder

Subject to plan benefits and limitations, the plan will provide coverage for a child enrolled in the plan who is under 18
years of age and who has been diagnosed with a pervasive developmental disorder. The coverage will apply to all
medical services, including rehabilitation services that are otherwise covered under the plan.

Diabetic Instruction

The plan will cover diabetes self-management programs associated with the treatment of insulin-dependent diabetes,
insulin-using diabetes, gestational diabetes and non-insulin-using diabetes prescribed by a health care professional
legally authorized to prescribe such programs. The plan will cover one diabetes self-management program of
assessment and training after diagnosis and subsequently no more than three hours per year of assessment and
training upon a material change of condition, medication or treatment that is:

= An education program credentialed or accredited by a state or national entity accrediting such programs; or
= Provided by a physician, a registered nurse, a nurse practitioner, a certified diabetes educator or a licensed
dietitian with demonstrated expertise in diabetes.

Durable Medical Equipment

Durable medical equipment is covered at 80% after deductible when prescribed by a physician. Coverage includes
oxygen and rental of oxygen equipment, casts, splints, braces, and crutches. Also covered are false limbs and
contact lens to replace lens of eye.

Rental of medical equipment, such as a wheelchair, hospital bed or other durable medical equipment, is covered up
to the purchase price of the rental equipment when prescribed by a physician.

Elemental Enteral Formula

Covered at 80% after the deductible when ordered by a physician for home use.

Emergency Care and Urgent Care

By understanding the difference between urgent care and emergency care and following the plan’s guidelines for
accessing treatment, you will maximize your benefits and keep your out-of-pocket costs to a minimum.

Urgent Care

Urgent care is unscheduled medical care for an unforeseen illness or injury that is not life threatening, but that
requires treatment within 24 hours to prevent serious deterioration of a patient’s health. Urgent conditions are
normally less severe than medical emergencies. Examples of conditions that could need urgent care are sprains and
strains, vomiting, cuts, and severe headaches.

In any medical situation when the patient’s life or health is not in immediate danger, call your primary physician first.
If your physician is unavailable, ask to speak to the physician on call. The physician will advise you where to go for
medical treatment.

Emergency Care

You are covered for treatment of medical emergencies worldwide. Emergency care is care that cannot be delayed
due to injury or sudden illness, such as when a delay for the time required to reach your primary physician or a
participating hospital would mean risking permanent damage to the patient’s health. The plan pays after the
deductible for medical emergency care for an illness. No deductible applies for medical emergency care for an
accidental injury.

An emergency medical condition is an injury or sudden illness so severe that a prudent layperson with an average
knowledge of health and medicine would expect that failure to receive immediate medical attention would risk
seriously damaging the health of a person or fetus. Examples of emergency medical conditions include (but are not
limited to):

= Unusual or heavy bleeding

= Sudden abdominal or chest pains

=  Suspected heart attacks

= Major traumatic injuries

= Serious burns
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Poisoning
Unconsciousness
Convulsions or seizures
Difficulty breathing
Sudden fevers

Preferred provider benefits will not be available if a covered person goes to a non-preferred provider for care other

than emergency medical care. The following are not considered emergency services and are not eligible for preferred

provider-level benefits:

= Routine adult physical examinations, women’s examinations, well-baby and child care, immunizations or eye
examinations;

= Diagnostic work-ups for chronic conditions; and

= Elective surgery and/or hospitalization unless preauthorized as services not readily accessible from preferred
providers.

Prior authorization is not required for emergency medical screening exams, stabilization of an emergency medical
condition (meaning a medical condition that manifests itself by symptoms of sufficient severity, including severe
pain), or when emergency services are provided by a non-preferred provider if a prudent layperson possessing an
average knowledge of health and medicine would reasonably believe that the time required to go to a preferred
provider would place the health of the person, or a fetus in the case of a pregnant woman, in serious jeopardy.

Emergency medical care rendered by non-preferred providers will be reimbursed at the preferred provider rate.
However, benefits are subject to the plan’s contracted rates for preferred providers and the allowable fee for non-
preferred providers. Any emergency room co-payments in effect are deducted at that time, along with any co-
payments that may apply to the type of service received. If a covered hospitalization immediately follows emergency
services, the emergency room co-payments will be waived. All other applicable co-payments remain in effect.

End Stage Renal Disease

Members with a diagnosis of End Stage Renal Disease (ESRD) who enroll in Medicare will have their Medicare Part
B premium reimbursed in full by submitting documentation of payment to the health plan administrator. Members who
are receiving services for ESRD and who are enrolled in Medicare Part B will have benefits paid at 125% of the
current Medicare allowable amount for non-participating ESRD service providers.

By enrolling in Medicare Part B, members are exempt from balance-billing for ESRD services received from
providers for amounts above 125% of Medicare allowable and may have reduced out of pocket costs due to
coordination of benefits with Medicare.

For members who are not eligible for Medicare, or who choose to not enroll in Medicare, benefits will continue to be
paid at the cost share level applied to other benefits in the same category, as outlined in the Benefits Handbooks for
each of the Plans.

Foot Orthotics

This plan covers medically necessary orthotic appliances if custom made or fitted and prescribed by an appropriate
medical provider.

Gender Identity Disorder/Gender Dysphoria

This plan will cover the following services and supplies if medically necessary. The health plan administrator will

determine medical necessity based on the Standards of Care of the World Professional Association for Transgender

Health (WPATH).

= Services and procedures used to treat a Gender Identity disorder, or which relate to Gender Transition surgery, if
the services or procedures are otherwise covered under the applicable Plan in regard to the treatment for
conditions unrelated to such a disorder or surgical procedure;

= Covered health care services that are ordinarily or exclusively available to individuals of one sex, without regard
to the perceived Gender Identity of the covered person; and

= Mental health treatment of Gender Identity disorders under diagnostic codes 302.6, 302.85 or 302.9, regardless
of the age of the individual being treated.

AFSCME-Represented Employees: In addition to the benefits outlined above, this plan will cover the following
services and supplies for AFSCME-Represented employees if medically necessary. The health plan administrator
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will determine medical necessity based on the Standards of Care of the World Professional Association for
Transgender Health (WPATH).

Medical evaluations required prior to hormone therapy or surgery.

Hormone therapy.

Gender-specific services that may be medically necessary for transgender persons appropriate to their anatomy.
Genital surgical gender reassignment, to include multiple staged procedures.

Mastectomy for female to male persons.

Breast augmentation mammoplasty for male to female persons.

Gynecological Exam

Pap smears, pelvic and breast examinations and proctosigmoidoscopies are covered once every 12 months, except
that the following are covered at any time upon the referral of the patient’s health care provider:

= Pelvic, breast and Pap smear examinations

=  Mammograms performed for the purpose of diagnosis in symptomatic or high-risk women

Hearing Aids — Adults

See your Medical Benefit Summary to determine how hearing aids are covered under your plan.

Hearing Aid Benefit - Children

Covers one hearing aid per hearing impaired ear for enrolled eligible children every 48 months (every 36 months
effective 7/1/19). An enrolled eligible child must be examined by a physician before obtaining a hearing aid that is
prescribed, fitted and dispensed by a licensed audiologist.

Covered benefits include the following:

= A hearing aid (monaural or binaural) prescribed as a result of the examination
= Ear molds

» Hearing aid instruments

» Initial batteries, cords and other necessary supplementary equipment

= A warranty

= Repairs, servicing, or alteration of the hearing aid equipment

Hearing Analysis

Covered if prescribed by a physician when medically necessary.

Home Health Care

The plan pays covered expenses when services are provided by an R.N., L.P.N. or registered physical therapist and
prescribed by a physician. Care should be provided in place of hospital services or admission. Your physician must
give approval every three months for continuing home health care.

This benefit is limited to 100 four-hour home health care visits per calendar year. Twenty-four-hour care or private
duty nursing is not covered.

Hormone Related Conditions

Covered if preauthorization indicates it is medically necessary as the covered person'’s situation develops.

Hospice Care

Hospice care refers to specific treatment for the terminally ill (a life expectancy of less than six months) and their
family members. The plan covers hospice benefits only if the covered person's physician orders and approves the
services before the services begin. Services must be provided by a hospital, hospice, or a licensed health
service agency.

Covered hospice expenses include:

= Daily hospice room and board

=  Services and supplies furnished by a hospice
= Homemaker services
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= Health aid services consisting of patient care by home health aide or health aid agency representative

= Professional nursing services for part-time intermittent professional nursing services charged by an RN or LPN.

= Bereavement counseling provided to members of the terminally ill individual's family. The counseling must take
place between the date hospice care expenses begin and within six months after the terminally ill individual has
died. This benefit is limited to 12 visits per calendar year, and a maximum of $25 per visit

Hospital Inpatient Services

(Subject to compliance with Utilization Review) Hospital room and board benefits are based on the rate for a
semi-private room as shown in the Summary of Medical Benefits section, along with intensive care and neonatal
intensive care room rates. These allowances are adjusted annually, if necessary.

Additional hospital services, including x-ray, radiotherapy, laboratory services, prescription medication, cardiac care,
and operating room are covered expenses under the plan.

Immunizations

Immunizations are covered under preventative care. Immunizations for children under two years old are covered
under well baby care. Immunizations for adults and children over two years old include, but are not limited to
the following:

= Diphtheria, pertussis, and tetanus (DPT) vaccines
= Polio vaccine
= Measles, mumps, and rubella (MMR) vaccines
= Hemophilus influenza B vaccine
= Hepatitis A vaccine for the following members:
e Children ages 2 through 18
e Adults over age 18 only if there is a history of Hepatitis C
= Hepatitis B vaccine
= Pneumococcal vaccine for all children through age 2, and at any age for those at high risk
= Varicella vaccine (chicken pox)
= Influenza vaccine
= Meningococcal immunizations
= Human Papillomavirus vaccine (HPV)

The claims administrator may approve immunizations not included above, pursuant to its standard administrative
policies. Immunizations for employment, licensing, passports, and travel are not covered.

As a Value Added Service, PacificSource offers flu vaccinations for a $0 copay if received at a pharmacy

participating in the PacificSource Flu Shot Pharmacy Network. Information on participating pharmacies is on the
PacificSource website.

Inborn Errors of Metabolism

Metabolism Treatment is covered 80% after the deductible. Coverage is for the treatment of inborn errors of
metabolism that involve amino acid, carbohydrate and fat metabolism and for which medically standard methods of
diagnosis, treatment and monitoring exist. Coverage includes diagnosing, monitoring and controlling the disorders by
nutritional and medical assessment, including but not limited to clinical visits, biochemical analysis and medical foods
used in the treatment of such disorders.

Infusion Therapy

The plan covers infusion therapy services and supplies as described below, when required for administration of an
infusion therapy regimen. The services must be ordered by a physician and must be medically necessary.
Preauthorization of infusion services is required.

Home infusion therapy must be provided by an accredited home infusion therapy agency. In addition to the above
requirements, the patient receiving the services must qualify as being homebound. Infusion therapy is limited to the
following:

= Aerosolized pentamidine
= Intravenous drug therapy
= Total parenteral nutrition
= Hydration therapy
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= Intravenous/subcutaneous pain management
=  Terbutaline infusion therapy

= SynchroMed pump management

= |V bolus/push drugs

= Blood product administration

Additionally, covered expenses include only the following medically necessary services and supplies:

= Solutions, medications and pharmaceutical additives

= Pharmacy compounding and dispensing services

= Durable medical equipment for the infusion therapy

= Ancillary medical supplies

= Nursing services associated with:
e Patient and/or alternative care giver training
e Visits necessary to monitor intravenous therapy regimen
e Emergency services
e Administration of therapy

= Collection, analysis and reporting of the results of laboratory testing services required to monitor response
to therapy

Mammograms

Covered once every 12 months. Mammography performed for the purpose of diagnosis in symptomatic or high-risk
individuals are covered at any time upon the referral of the patient’s health care provider.

Maternity / Pregnancy Services

Maternity care means regular obstetrical care, including delivery and cesarean section. This includes prenatal,
delivery and postnatal care of mother and infant, including routine nursery care for a newborn infant for the same
number of days the mother is hospital confined.

Hospital services including prematurely interrupted pregnancies and caesarean sections are covered the same as
any other medical condition. Covered expenses also include delivery at a licensed, free-standing, birthing center and
midwifery and physician services including prenatal, delivery and postnatal care of mother and child..

In compliance with federal law, the plan does not restrict benefits for a mother’s or a newborn child’s hospital stay in
connection with a childbirth to less than 48 hours following a normal vaginal delivery, or less than 96 hours following
a cesarean section. However, such federal law does not prohibit the mother's or newborn child’s attending
professional provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48
hours (or 96 hours, as applicable). In any case, the plan may not require a provider to obtain authorization from the
plan for prescribing a length of stay of up to the 48 (or 96) hour minimum.

Please contact the PacificSource Customer Service Department as soon as you learn of your pregnancy.
PacificSource staff will explain your plan’s maternity benefits and help you enroll in their free Prenatal Care Program
for expectant mothers. This additional Value Added Service is a voluntary program that takes a positive, proactive
role in ensuring a healthy baby and mother.

Maxillofacial Prosthetic Services

Covered at 80% after the deductible. These services are defined as those considered necessary for adjunctive
treatment, which means restoration and management of head and facial structures that cannot be replaced with
living tissue and that are defective because of disease, trauma or birth and developmental deformities when such
restoration and management are performed for the purpose of:

=  Controlling or eliminating infection

= Controlling or eliminating pain

= Restoring facial configuration or functions such as speech, swallowing or chewing, but not including cosmetic
procedures rendered to improve on the normal range of conditions
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Mental Health and Chemical Dependency

Except where noted, chemical dependency and mental health expenses are subject to the deductible and
percentage limits indicated in the Summary of Benefits.

Medical Necessity and Appropriateness of Treatment

As with all medical treatment, mental health and chemical dependency treatment is subject to review for medical
necessity and/or appropriateness. Review of treatment may involve pre-service review, concurrent review of the
continuation of treatment, post-treatment review, or a combination of these. PacificSource will notify the patient and
patient’s provider when a treatment review is necessary to make a determination of medical necessity. A second
opinion may be required for a medical necessity determination. PacificSource will notify the patient when this
requirement is applicable.

Residential Treatment Programs

Admission to a residential treatment program requires prior authorization. The following residential treatment
programs are covered expenses under this plan, provided the program meets the definitions in this plan:

= Residential Mental Health Treatment Program (includes Day Treatment and Partial Hospitalization Programs).
The plan covers an all-inclusive per diem charge for room and treatment services by a residential mental health
treatment program, subject to medical necessity.

= Residential Chemical Dependency Treatment Program (includes Day Treatment and Partial Hospitalization
Programs). The plan covers an all-inclusive per diem charge for room and treatment services provided under a
residential chemical dependency treatment program.

= Chemical Dependency Detoxification Program. The plan covers an all-inclusive per diem charge for room and
chemical dependency detoxification treatment services by a residential treatment program.

The plan does not pay benefits for services that are not the least costly of the alternative supplies or levels of service
that can be safely provided to a covered person. For example, coverage would not be allowed for a residential
chemical dependency treatment program, when the appropriate treatment could be delivered in an outpatient
chemical dependency treatment program.

Outpatient Mental Health Services

This plan pays benefits for outpatient mental health services. Prior authorization is not required for outpatient mental
health services.

Outpatient Chemical Dependency Services

This plan pays benefits for the assessment and treatment of chemical dependency (including alcoholism) in an
outpatient treatment program. Prior authorization is not required for chemical dependency treatment services.

Obesity Treatment

Services and supplies for the treatment of morbid obesity will be covered when authorized as medically necessary by
the Claims Administrator.

QOutpatient Services

This plan pays benefits for outpatient services under the following conditions only:

= The covered expenses must be for surgery because of illness or the treatment of an accidental injury.
= The treatment or service must be provided in:

A hospital outpatient department

A neighborhood health center

A clinic

An outpatient surgical facility

Hospital outpatient services include the following covered expenses:

= Medically necessary ambulance transportation to and from the nearest hospital that can give necessary care and
treatment

= Emergency medical care and additional outpatient hospital expenses for treatment of illness or accidental injury.
Elective surgical procedures are not covered expenses as emergency medical care
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= Qutpatient surgery expenses for treatment, services or supplies received by a covered person on an outpatient
basis

= Additional hospital outpatient services includes the following:
e Administration of anesthetics by a physician or a registered nurse anesthetist (R.N.A.)

Services of radiologists and pathologists who are under contract with the hospital to provide their services

Diagnostic X-ray and laboratory services

Radiotherapy

Prescription medication

Cardiac care

Operating room charges

Surgery facility charges

Expenses incurred during an overnight hospital confinement are not covered expenses under this hospital outpatient
services provision.

Physical Exam

= Frequency of covered physical exams is based on age:
0 -2 Years Covered under well baby care
Over age 2 One exam each calendar year

Physical Therapy, Occupational Therapy or Speech Therapy

Physical Therapy (Rehabilitation) Services must be prescribed by a physician for a medically necessary condition.
Occupational and Speech Therapy is covered for services provided by a registered therapist for therapeutic
treatment, if prescribed by a physician for a medically necessary condition.

Podiatry
Covered at 80% after the deductible.

Prescription Drug Program

Your Pharmacy Plan includes coverage for prescription drugs, subject to limitations and exclusions. The prescription
drug program is managed by PacificSource. The co-payments are based on whether the prescription drug is Tier 1,
Tier 2 or Tier 3, as determined by PacificSource. The City of Eugene uses the PacificSource Preferred Drug List
(PDL), which is available on the PacificSource website at:_www.pacificsource.com/pdl/. This list is not all-inclusive.
PacificSource reviews and updates the preferred drug list regularly. The City complies with the Affordable Care Act
as it applies to 100% coverage of preventative drugs outlined in the Act. Please contact PacificSource for detalils.

General Information about Prescription Drugs

In general, generic drugs for covered services are covered at the Tier 1 copay. In general, brand name drugs on the
list are covered at either the Tier 2 or Tier 3 copay. Covered brand name drugs that are not on the list are covered at
the Tier 3 copay. Some drugs may be excluded from coverage.

Tier 1: Most generic medications fall under the Tier 1 benefit. Generic drugs are determined to be therapeutically
equivalent to the brand name version and are equally safe and effective. By law, both brand name and generic drugs
must meet the same standards for safety, purity, strength and quality. Generic drugs are usually much less
expensive than the brand name drug.

Tier 2: are drugs determined by PacificSource to be equally safe and effective as Tier 3 drugs at more favorable
costs.

Tier 3: are drugs determined by PacificSource to be equally safe and effective as Tier 2 drugs, but are more costly.
Drugs that are usually not recommended as first line therapy and have alternative treatment modalities are also
considered Tier 3 drugs.

City of Eugene Employee Benefits Handbook 35 City Health Plan
March 1, 2019


http://www.pacificsource.com/pdl/

Retail Pharmacy

The City Health Plan uses the PacificSource retail pharmacy network. “Participating Pharmacy” refers to a pharmacy
that has contracted with PacificSource to provide prescription drug benefits to persons covered under the Plan.
Nonparticipating Pharmacy refers to a pharmacy that has not contracted with PacificSource to provide prescription
drug benefits to persons covered under this Plan. You can verify that your pharmacy is currently participating with
PacificSource Health Plan’s Pharmacy Network by contacting the pharmacy, or on the PacificSource website at
www.pacificsource.com.

In order to access the PacificSource discounts you must show the pharmacy your PacificSource ID ID card
each time you have a prescription filled.

If your pharmacy is not participating in the PacificSource network but would like to join the network, have your
pharmacy contact Caremark's Network Enrollment Department at 480-391-4623.

AFSCME, EPEA, IAFF and IATSE Represented - Retail Pharmacy

The PacificSource pharmacy network provides discounts when you purchase drugs at participating pharmacies. The
City of Eugene has developed this program to save money for both you and the City Health Plan.

Participating Retail Pharmacy:

= Verify your pharmacy is currently participating with the PacificSource. Pharmacy Network by contacting the
pharmacy, or PacificSource.

= Present your PacificSource ID Card to your participating pharmacy so they can properly process your
prescriptions and calculate your prescription discounts

= Pay 100% of the discounted rate for your prescription at the pharmacy.

= Obtain a City of Eugene Quick Claim Form available on the Risk Services Employee Benefits website

= Attach your prescription receipts to the Quick Claim Form and mail them to PacificSource for the appropriate
reimbursement

Nonparticipating Retail Pharmacy:

= Pay the pharmacy in full for your prescription

= Obtain a City of Eugene Quick Claim Form available on the Risk Services Employee Benefits website

= Attach your prescription receipts to Quick Claim Form and mail them to PacificSource for the appropriate
reimbursement

IAFF-BC and Non-Represented - Retail Pharmacy

The retail prescription drug card benefit enables your prescription drug claims to be submitted to the plan
electronically by participating pharmacies. You must present your PacificSource ID Card each time you have a
prescription filled at a participating pharmacy in order to have the prescription drug claims submitted to PacificSource
electronically and take advantage of the prescription drug discounts.

Participating Retail Pharmacy:

= Present your PacificSource Identification Card to your participating pharmacy so they can properly process your
prescriptions and calculate your prescription co-insurance or co-payment

= Pay the co-payment or co-insurance required under the plan at the time of purchase

= Your claim will be submitted to PacificSource electronically; you do not need to submit a claim form

Nonparticipating Retail Pharmacy:

= Pay the pharmacy in full for your prescription

= Obtain a City of Eugene Quick Claim Form available on the Risk Services Employee Benefits website

= Attach your prescription receipts to the Quick Claim Form and mail them to PacificSource for the appropriate
reimbursement.

Mail Order Pharmacy

Mail-order prescription service is also available through your plan. If you take a medication on a regular basis, the
mail-order service is a convenient way to order prescriptions and have them delivered directly to your home. If you're
ordering more than a one-month supply you may save money on co-payments, and there’s no shipping or handling
charge.
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PacificSource offers mail-order pharmacy through CVS Caremark. For more information contact the mail-order
carrier or PacificSource Customer Service. You can register for the program on Caremark’s website. Order forms are
also available on the PacificSource website.

Caremark

PO Box 659541

San Antonio, TX 78265-9541
Phone: 866-329-3051
Website: www.caremark.com

Specialty Pharmacy

Certain prescription drugs may be purchased through PacificSource’s specialty pharmacy provider, Caremark
Specialty Pharmacy Services. The Specialty Pharmacy program is designed to help members with chronic or genetic
health conditions maximize the value of their health plan benefits. Drugs available through Caremark Specialty
Pharmacy Services include most self-injectables, infusion drugs and many specialty and biotech drugs used to treat
chronic or genetic disorders. If you are using a covered medication, you will be contacted and invited to participate in
the program. In addition, these drugs may require prior-authorization from PacificSource. A complete list of
medications covered under this program is available on the PacificSource website at www.pacificsource.com.

The Caremark Specialty Pharmacy Program offers:

= Personal attention from a pharmacist-led Care Team that provides condition-specific education, medication
administration instruction, and expert advice to help you manage your therapy

= Easy access to pharmacists and other health experts 24 hours a day, seven days a week

= Easy ordering with a dedicated toll-free number

= Confidential and convenient delivery of medications to the location of your choice

= Participating provider benefits for specialty drugs when you use Caremark Specialty Pharmacy Services

Contact PacificSource for more information on their specialty pharmacy program.

Prescription Discount Program

As a Value Added Service, PacificSource offers you a way to save money on qualifying prescription drugs that are
not covered by your health plan. This program is not a part of your Prescription Drug Benefit and purchases do not
count toward your out of pocket maximum or other plan coverage.

Accessing the discount is as simple as presenting your PacificSource Member ID Card every time you go to your
pharmacy:
e Ifadrugis covered under your plan, you pay the amount specified by your prescription benefit
e If a drug is not covered under your plan, a discount is automatically applied and you pay the discounted
price. The discount does not apply to drugs covered by your plan or to over-the-counter medications.

Contact PacificSource for more information about their Prescription Discount Program.

Prior Authorization

Some prescription drugs require prior authorization before you can access the PacificSource Pharmacy Network
discounts. Prior authorization is required in certain instances to determine medical necessity and to make sure that
newly FDA approved drugs are used appropriately. If you have questions about prescription drug prior authorization,
call PacificSource.

There are no penalties if you use a non-participating pharmacy, but you will end up paying more for your prescription
because you will not have the advantage of the PacificSource negotiated pharmacy discounts.

Contraceptive Drugs and Devices

The City Health Plan will provide benefits for oral birth control pills and other contraceptive drugs and devices that
cannot legally be dispensed without a prescription, and that by law must bear the legend “Caution-Federal law
prohibits dispensing without prescription.” Oral birth control pills and contraceptive drugs and devices purchased at
the pharmacy will be covered under the pharmacy benefit of the plan. Prescribed contraceptive drugs and devices
received in a doctor’s office will be covered under the plan as a supply.
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Preventative and Well-Care Services

= Cancer screenings: Cancer screenings are covered subject to exam frequency limitations, and include but not
limited to Pap smears, pelvic and breast examinations, proctosigmoidoscopies, and colorectal and prostate
screenings. See the Colorectal Cancer Screening, Prostate Cancer Screening and Gynecological Exam sections
of this handbook for more information.

= Immunizations — See the Immunizations section of this handbook for more information.

= Physical Exams —See the Physical Exam section of this handbook for more information.

=  Well Baby/Child Care — See the Well Baby Care section of this handbook.

Professional Services

Medically necessary services of a qualified medical professional are covered subject to plan limits.

Prostate Cancer Screening

Examinations and laboratory tests, including one digital rectal examination and one Prostate Specific Antigen (PSA)
test, every two years or as determined by the treating physician for:

= Men age 50 and over
= Men younger than 50 if in a high risk category or with a family medical history of prostate cancer

Prosthetic and Orthotic Devices

Prosthetic and orthotic devices that are not otherwise covered under the plan will be covered if the devices are:

= Medically necessary to restore or maintain the ability to complete activities of daily living or essential job-related
activities

= Not solely for comfort or convenience

= Included in the list of covered prosthetic and orthotic devices prescribed in the annual updated rules issued by
the Director of the Department of Consumer and Business Services

Covered expenses for eligible prosthetic and orthotic devices will include all services and supplies medically
necessary for the effective use of a prosthetic or orthotic device, including formulating its design, fabrication, material
and component selection, measurements, fittings, static and dynamic alignments, and instructing the patient in the
use of the device.

Orthotic device means a rigid or semi-rigid device supporting a weak or deformed leg, foot, arm, hand, back or neck,
or restricting or eliminating motion in a diseased or injured leg, foot, arm, hand, back or neck. Prosthetic device
means an artificial limb device or appliance designed to replace, in whole or in part, an arm or a leg.

A covered person will have access to medically necessary clinical care, and to prosthetic and orthotic devices and

technology, from not less than two distinct Oregon prosthetic and orthotic providers in the Preferred Provider
Network.

Radiation and Chemotherapy Treatment

This plan covers radiation and chemotherapy treatment, including any orally administered anticancer prescription
drug.

Skilled Nursing Facility

Extended Care Facility benefits are paid as hospital benefits for a maximum of 60 days per calendar year, so long as
care begins within 14 days after a hospital confinement of at least three days.

Surgical Complications

Complications related to a surgery performed to correct a functional disorder will be covered when determined
medically necessary.

Telemedical Health Services

Covered services requiring telemedicine delivered through a 2-way video communication that allows a physician or
professional provider to interact with a member who is at an originating site are covered under this plan. Standard
copayments and co-insurance for the covered medical services apply.
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Tobacco Cessation

Tobacco Cessation expenses are covered for members age 15 or older who participate in a tobacco use cessation
program recommended by a physician. Covered expenses include counseling, medical supplies, and drugs provided
or recommended by a tobacco use cessation program. Your physician can help design a program for you that follows
the guidelines or can recommend an existing program.

As an additional Value Added Service, PacificSource offers the Quit for Life tobacco cessation program. With this
program you can receive phone-based, one-on-one treatment sessions with a professional Quit Coach, a Quit Kit of
materials to help you stay on track, and recommended nicotine replacement products, such as an eight-week supply
of nicotine patches or gum sent to your home. You can enroll in this program by calling 866-QUIT-4-LIFE
(866-784-8454) or enrolling online at www.guitnow.net.

Transplantations

The plan will pay benefits for organ and other transplantations on the same basis as for any other illness, subject to
the conditions, exclusions and limitations prescribed below. The following definitions apply to the transplantation
coverage provisions of the plan.

Transplantation means:

= A procedure or a series of procedures by which tissue (i.e., solid organ, marrow, stem cells) is removed from the
body of one person (donor) and implanted in the body of another person (recipient)

= A procedure or series of procedures by which tissue is removed from one’s body and later reintroduced back into
the body of the same person

For purposes of the plan’s coverage of transplantations, the term transplantation does not include the collection of
and/or transfusion of blood or blood products. The term also does not include corneal transplants.

Donor costs means the cost of medical services required to remove the tissue from the donor or self-donor’s body,
and to preserve or transport the tissue to the site where the transplantation is performed.

Expenses incurred by a donor who is a covered person which result from complications and unforeseen effects of the
donation will be covered under the plan on the same basis as any other iliness.

Transplantation services are eligible covered expenses only for medically necessary transplantation procedures
which are recognized as conforming to generally accepted medical practice and which, in the judgment of
PacificSource, do not constitute experimental or investigational treatment.

The treatment of transplantation procedures as a covered expense under this plan is subject to the additional
exclusions and limitations prescribed below:

= If the recipient and the donor are both covered persons under this plan, transplantation-related expenses will be
covered for both the recipient and the donor

= If the donor is covered under this plan and the recipient is not, the plan will not pay any benefits toward donor
costs. Complications and unforeseen effects of the donation will be covered on the same basis as any other
illness

= If the recipient (including a self-donor) is a covered person under this plan, the plan will pay donor costs up to a
maximum of $15,000 per covered transplant

= The plan will cover a maximum of $2,500 per covered transplant, up to a limit of $250 per day, for reasonable
and necessary living and transportation expenses for the covered person and one companion

Tubal Ligation and Vasectomy

This plan covers tubal ligation and vasectomy procedures (reversals are not covered).

Urgent Care

See the Emergency Care and Urgent Care section of this handbook for details.

Well-Baby Care

Routine checkups and immunizations, injections and inoculations are covered during the first 24 months of life.
Between 13 months and 24 months of age, there is a maximum of 2 visits.
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EXCLUDED MEDICAL EXPENSES

General Items

Charges for the following services and supplies are not Covered Medical Expenses under the plan:

= Any iliness or injury as a result of war or an act of war or which occurs while you are in active military service
status for any country and covered under the plan

= Charges that exceed the allowable fee

= Charges for a missed appointment

= Court-ordered services other than treatment for driving under the influence of intoxicants, including a court-
ordered sex offender treatment program,,

= Educational or correctional services or sheltered living provided by a school or half-way house

= lliness or injury that occurs while you are on active military service for any country while covered under this plan

= Services provided under any government-sponsored medical or health plan, except as coordinated with
Medicare

= Services or supplies that are provided free of charge, or for which the charges are waived

= Services and supplies for which the you cannot be held liable because of an agreement between the provider or
facility rendering the service and another third party payer which has already paid for such service or supply

= Services or supplies which could have been received in a hospital or program operated by a government agency
or authority. This exclusion does not apply to:
e Covered services rendered at a hospital owned or operated by the State of Oregon or any State approved

community mental health and developmental disabilities program
e Services and supplies furnished by the Veterans Administration to you or your dependent who is a veteran of
the armed forces which are not service related

e Services or supplies available under Medicaid

= Services and supplies received by a covered person while in the custody of any state or federal law enforcement
authorities or while in jail or prison

=  Services provided by the covered person’s spouse, domestic partner, child, brother, sister, or by a parent of the
covered person, spouse, or domestic partner

= Services provided by any family member who lives in the covered person’s home

= Treatment that is not considered medically necessary, except for preventive care as specified by the plan

= Treatment of an illness or injury for which you are covered under Workers' Compensation or similar State or
Federal programs, except services provided by a Veterans Hospital for non-service related illnesses or injuries

= Treatment for an injury caused by a fight in which you were an aggressor

= Treatment for an injury to you while committing, or attempting to commit, a felony

Medical Services and Supplies

= Breast augmentation and breast asymmetry or prosthetics deemed to be too large or too small have no bearing
on restoration of function. These surgeries are considered cosmetic and are not covered. For exceptions, see
Breast Surgery and Reconstruction in the Covered Medical Expenses- section.

= Bunions or weak, unstable, or flat feet (except an open cutting operation on the foot or orthotic appliances
supplied by a podiatrist)

= Cosmetic procedures (i.e., any procedure that is requested for the purpose of improving appearance without
restoring bodily function or correcting physical impairment) are exclusions under this plan except as outlined in
the Cosmetic and Reconstructive Surgery section of this handbook. Breast augmentation, lipectomy, liposuction,
hair removal (including electrolysis and laser) and rhinoplasty are not covered procedures

= Custodial care

= Dental treatment or dental x-rays (see the Covered Dental Expenses section for coverage information)

= Eye refractions; orthoptics; visual therapy; or providing; replacing; or fitting glasses (see the Covered Vision
Expenses section for coverage information)

= Hearing aid services and supplies:
e Batteries or other supplementary equipment other than those obtained upon purchase of the hearing aid
e A hearing aid exceeding the specifications prescribed for correction of hearing loss
e Expenses incurred after coverage ends, unless the hearing aid is ordered before coverage terminated and it

is received within 90 days of the end date

= |n vitro fertilization or artificial insemination; or GIFT

= Non-medical self-help or training programs such as programs for weight control or general fithess

= Naturopathic and homeopathic remedies and prescriptions even if prescribed by a qualified medical professional

= Prescriptions not required for treatment of a specific illness or injury (unless expressly covered under the plan)

City of Eugene Employee Benefits Handbook 40 City Health Plan
March 1, 2019



Psychoanalysis or psychotherapy received as part of an educational or training program, regardless of diagnosis
or symptoms that may be present

Radial keratotomy, excimer laser retroactive surgery, and similar surgical procedures to correct nearsightedness
Reversal of sterilization procedures

Routine physical examinations primarily for insurance, licensing, employment and non-preventive purposes or
other medical examinations or tests not connected with the care and treatment of an actual illness or injury
except as specifically provided in the Summary of Medical Benefits or if required by the City of Eugene for
employment-related medical or vision exams. Any charges for medical records necessary to determine benefits.
School physicals occurring more often than scheduled preventive benefits

Services or supplies related to sexual dysfunction or sexual inadequacy, unless medically necessary due to a
mental health diagnosis. Contact PacificSource for details.

Telemedical Health Services and telemedicine for excluded services

Treatment of corns, calluses or toenails, except when a portion of the nail root is removed

Experimental or Investigational Treatment

Services, procedures, supplies and drugs constituting experimental or investigational treatment as determined by the
Claims Administrator are excluded from this plan. Experimental or investigational means any treatment, procedure,
facility, equipment, drug, drug usage, device or supply which, at the time of service, does not meet the following
criteria:

Approval has been granted by the Federal Food and Drug Administration (FDA), or by another United States
government agency, for general public use for treatment of a condition; and

Treatment is rendered by an institution or provider within the United States that has scientifically demonstrated
proficiency in such treatment; and

The treatment is accepted as a standard of practice by the Medical Community and by the specialty it involves.

Drugs that have not already been approved by the FDA are considered to be investigational and experimental. There
may be instances where an FDA approved drug is used for other than the condition it has been approved for. In such
instances the use of the approved drug may be considered to be investigational or experimental.

Services and supplies are excluded that, in the Claims Administrator’s judgment:

Are not rendered by an accredited institution, physician or provider within the United States or by one that has
not demonstrated medical proficiency in the rendering of the service or supplies

Are not recognized by the medical community in the service area in which they are received

Involve a treatment for which the approval of one or more government agencies is required, but has not been
obtained at the time the services and supplies are rendered or are to be rendered

Involve a treatment for which scientific or medical assessment has not been completed, or the effectiveness of
the treatment has not been generally established

Are available in the United States only as part of a clinical trial or research program for the illness or condition
being treated, except for routine costs of qualifying clinical trials

Additionally, the plan does not provide coverage for any expenses incidental to or incurred as a direct consequence
of experimental or investigational procedures.
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BENEFIT LIMITATIONS

Medically Necessary

All services and supplies must be medically necessary in order to be covered under the plan. The fact that a
physician may prescribe, order, recommend, or approve a service or supply does not, of itself, make the service or
supply medically necessary. See the Definitions section for more information.

Allowable Fee

The allowable fee for medical benefits is the maximum amount which the plan will reimburse professional providers.
For a preferred provider, the allowable fee is the contracted fee. For non-preferred providers, the allowable fee is the
lesser of supplemental provider fee arrangements or the seventy-fifth (75") percentile of fees commonly charged for
a given procedure in a given area, based on the Ingenix MDR System, a national database. If this database does not
contain a fee for a particular procedure in a particular area, the claim is referred to the Claims Administrator’'s medical
consultant, who will determine a comparable code to the one billed. PacificSource will use the allowable fee for the
comparable code to price the claim.

The allowable fee for Prescription Drug benefits is the maximum amount which the Claims Administrator will
reimburse professional providers for medications. For a preferred provider, the maximum amount is the contracted
fee. For a non-preferred provider, the maximum amount is no more than the prevailing pharmacy network fee based
on Average Wholesale Price determined by First Data Bank, minus a percentage discount.

Prior Authorization

Prior authorization, also known as pre-authorization, is the process the Claims Administrator uses to determine the
medical necessity of a service before it is rendered. Examples of some of the services that require preauthorization
include:

= Cosmetic procedures (to determine medical necessity)

= Elective surgical procedures

= Infusion therapy

= Transplant procedures

= Circumcision beyond three-months of age

= Dental services related to TMJ

= Some durable medical equipment and supplies

= Diagnostic procedures (including Colonoscopy with family history diagnosis)

Contact the Claims Administrator's Customer Service Department for a detailed list of services that should be
preauthorized, or for questions on specific services.

Many types of treatment may be available for certain conditions; the preauthorization process helps your physician
work together with you, other providers, and the Claims Administrator to determine the treatment that best meets
your medical needs and to avoid duplication of services. An approved preauthorization is your assurance that
insurance benefits won’t be denied because they don’t meet the definition of “medical necessity.”

Scope of Prior Authorization

Except in the case of fraud or misrepresentation, prior authorization for the coverage of a particular benefit and
medical necessity shall be binding under the plan if obtained no more than 30 days prior to the date the service is
provided. Subject to the same exception, prior authorization in regard to an individual’'s status as a covered person
shall be binding if obtained no more than five business days prior to the date the service is provided.

Hospital Review Program

Pre-Authorization of Hospital Admissions Required

PacificSource Health Plans provides hospital utilization review services for you and your dependents. The process is
simple and is done completely by phone. No forms are required. All you need to do is call PacificSource within five
days of any non-emergency hospital admission.
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PacificSource will consult with your attending physician to:

= Confirm the hospitalization is medically necessary

= Preauthorize a normal hospital length of stay based upon the medical condition
= Recommend alternative health care services, if appropriate.

Emergency Admissions

Prior authorization is not required for hospital admissions for emergency medical conditions. For this purpose, an
“emergency medical condition” is a medical condition that manifests itself by symptoms of sufficient severity that a
prudent layperson possessing an average knowledge of health and medicine would reasonably expect that failure to
receive immediate medical attention would place the health of a person, or a fetus in the case of a pregnant woman,
in serious jeopardy.

Even though prior authorization is not required for emergency admissions, PacificSource must be contacted within 48
hours of the admission (or as soon as reasonably possible). The call can be made by you, a family member, your
doctor, or the hospital.

Benefit Reductions for Non-Compliance

To receive the maximum benefits under the City Health Plan, you must comply with the PacificSource review
program. A benefits reduction of 20% (but not more than $2,500) will apply to all hospital admissions and lengths of
stay which exceed the authorized duration.
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CARE COORDINATION, WELLNESS & CONDITION SUPPORT

Care Coordination

The PacificSource Case Management program provides individualized managed care for you or your family member
diagnosed with complex, catastrophic or high risk medical or mental health conditions, or with unusual and serious
complications from a medical condition under treatment.

Nurse Case Managers are registered nurses (RNs) who work directly with you, your family, and your physician(s) to
coordinate your healthcare needs and create an individualized treatment program. Examples of when you may
require Case Management services include, but are not limited to:

= Catastrophic illness/injury

= Organ transplant coordination, including medical therapies not available locally

= Chronic conditions which generate high use of outpatient services or frequent re-admissions to inpatient
facility

= Referral coordination services

= Lengthy hospitalizations

= High-risk pregnancies

PacificSource will coordinate access to a wide range of services spanning all levels of care depending on the
patient's needs. Having a Nurse Case Manager available to coordinate these services ensures improved delivery of
healthcare services. For more information about the program, please call PacificSource Health Services at
541-684-5584 or 888-691-8209.

Wellness and Condition Support Programs

The Wellness and Condition Support programs provide education and support to help you maintain your health or
manage a chronic condition. The program goals are to optimize health status for you and your family members
through various programs.

Wellness programs may address a variety of daily health issues such as nutrition, weight management, stress,
exercise, and tobacco cessation via online programs or wellness programs at your worksite.

The Condition Support program offers condition-specific educational materials, individualized care plans that are
developed to focus on your health goals, telephone consultations with a registered nurse, and a 24/7 nurse line for
help with your questions.

Participating in online or worksite wellness programs, or engaging in a program to help you manage symptoms while
living with a chronic condition can help you improve your health and quality of life.

To access wellness and health condition information online, visit the PacificSource website at
www.pacificsource.com/extras/.
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DENTAL AND VISION BENEFITS GENERAL INFORMATION

Former Employees: Dental and Vision Coverage is optional for former employees continuing
coverage, and is only available if you selected this benefit level and pay the additional required
premium.

Your dental and vision benefits are self-funded by the City of Eugene. The vision benefits are administered by
PacificSource Health Plans and the dental benefits are administered by Delta Dental, a Moda Health affiliated
company. Contact information for PacificSource and Delta Dental is in the front of this handbook if you have
guestions about your dental or vision coverage.

Benefit Description

Eligibility Active employees: The same as for Medical coverage. All active employees
with City health insurance coverage also have dental and vision coverage.

Retiree and COBRA Continuees electing coverage under the City's health
plans may also choose to elect dental and vision coverage.

When Coverage Begins Active employees: The same as for Medical coverage.

Retiree and COBRA Continuees: First of the month following the last day of
employment with the City of Eugene, provided timely election of coverage
and premium payment. Dental/Vision coverage may also be added or
dropped during the City’s Open Enrollment period.

Required Premiums Employees may be required to contribute to the cost of coverage under this
plan. Premiums are included as part of your Health Insurance Payroll
Deduction.

Retiree and COBRA Continuees pay the full cost of the premium.

Information on rates is available on the City of Eugene Benefits website at
www.eugene-or.gov/employeebenefits.
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VISION PLAN COVERAGE

Former Employees: Vision Coverage is optional for former employees continuing coverage,
and is only available if you selected this benefit level and pay the additional required premium.

The vision plan covers vision care if the examination is provided by an ophthalmologist or an optometrist.

Covered Vision Expenses

You do not have to pay a deductible for vision coverage. See the Summary of Vision Benefits for benefit amounts.
The plan covers exams, lenses and frames, contact lenses and medically necessary subnormal vision aids,
including:

= Complete eye exams every 12 consecutive months; and

= Prescription lenses and frames every 24 consecutive months; or
= Prescription contact lenses every 24 consecutive months.

Vision Expenses for Children Under Age 19

Vision exams, eyeglasses and contact lenses are covered when prescribed by a licensed ophthalmologist or licensed
optometrist.

If charges for a service or supply are less than the amount allowed, the benefit will be equal to the actual charge. If
charges for a service or supply are greater than the allowed amount, the expense above the allowed amount is the
member's responsibility and will not apply toward the member's medical plan deductible or Out of Pocket Maximum
(OOP) limit.

Vision Expenses Not Covered

Services and supplies not listed in the Vision Benefits Summary are not covered, such as:

= Non-prescription sunglasses, safety glasses or goggles;

= Replacement of lost, stolen or broken lenses or frames, unless otherwise allowed as outlined in the Vision
Benefits Summary;

» Benefits payable under Workers' Compensation Act or similar law;

=  Surgery or medical treatment of the eyes;

= Services and supplies not listed in the Vision Benefits Summary;

= More than one complete eye exam per 12-consecutive month period;

= More than one pair of frames and/or lenses per 24-consecutive month period, unless otherwise allowed as
outlined in the Vision Benefits Summary; and

= Any expenses related to a radial keratotomy, excimer laser refractive surgery or similar procedures.
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DENTAL PLAN COVERAGE

Former Employees: Dental Coverage is optional for former employees continuing coverage,
and is only available if you selected this benefit level and pay the additional required premium.

Your dental benefits are administered by Delta Dental, a Moda Health affiliated company. The City of Eugene’s
dental plan utilizes the Delta Dental provider organization. Delta Dental has contracted with participating dentists and
has approved their fee schedules. As a result, your share of the dental costs may be reduced. Benefit levels for non-
participating providers are based on the prevailing fee level charged by participating dentists for the same services.

Dental Benefits

The dental care program is designed to help you and your covered dependents pay for dental expenses, both for
routine care and for unforeseen treatment. The plan will cover eligible dental expenses incurred by you or a covered
dependent when performed by a licensed dentist, licensed physician or a certified denturist providing services within
the scope of his or her practice, and when determined to be necessary dental care by Delta Dental.

In order to be covered under the plan, the dental service or treatment must be appropriate and required as
determined by Delta Dental. Delta Dental will determine whether or not a treatment or service is necessary dental
care and may use a consulting service or peer review process to assist in making such a determination. Delta Dental
may determine that there are optional dental treatments and may consider alternative services or treatment plans
when determining benefits payable under the covered dental expenses of this plan.

Prevailing Fees

The dental benefits are provided through the City’s dental plan. Delta Dental has contracted with dentists throughout
the state and has approved their fee schedules for covered services. As a result, your share of the dental cost may
be reduced.

Prevailing fees are those fees which satisfy and are charged by the majority of dentists in Oregon, as determined by
Delta Dental. “Prevailing fee” in Oregon, means the fee for a single procedure which satisfied the majority (equivalent
to the fifty-first (51st) percentile) of dentists in Oregon, as determined by Delta Dental based upon a confidential fee
listing accepted by Delta Dental from participating dentists. The Prevailing fee in states other than Oregon shall be
that State’s Delta Affiliates non-participating dentist allowance.

The plan will pay non-participating dentists up to the prevailing fee level charged by participating dentists for the
same services. For more information about the participating dentists, contact Delta Dental at 800-575-9295. You can
find up-to-date dental provider listings on the Moda website (www.modahealth.com) and follow the instructions for
searching the Delta Dental Premier Directory.

Maximum Plan Allowance

This plan will pay providers the Maximum Plan Allowance for the treatment or service according to the schedule
of benefits in effect on the date such treatment or service is provided to the covered person. Maximum Plan
Allowance means:

= The accepted filed fee for a participating dentist; or

= The prevailing fee for a non-participating dentist.

Non-participating dentists have the right to balance bill the difference between the maximum plan allowance and the
actual charge.

Deductible

You must satisfy your deductible each calendar year before the plan starts paying benefits. There is a maximum of
three deductibles per family, with no more than one deductible from any one person, which must be satisfied before
the plan starts paying benefits each calendar year.
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Carry-Over Deductible

The deductible must be satisfied each year. However, dental expenses incurred in October, November or December
that are used to meet the current year's deductible will be applied toward the deductible for the next year.

Maximum Dental Benefit

The plan pays a maximum benefit for dental expenses you incur in each calendar year in which you are eligible for
plan coverage. See the Summary of Dental Benefits for maximum dental benefit amounts.

AFSCME-, EPEA-, IAFF-, and IATSE-Represented employees have a lower dental maximum for the first calendar
year in which coverage is established. The dental maximum will increase after the first calendar year of coverage. A
new first year dental maximum will also apply if you or your dependent did not have dental coverage during a
calendar year but later become re-eligible for coverage during that year. This may occur if you or your dependent
temporarily lost eligibility under the plan, or if you are a Retiree or COBRA Continuee who did not elect dental
coverage for part of the year.

Essential dental benefits for members under the age of 19 are not subject to the annual dental maximum. However,
all contractual and/or administrative frequency limitations still apply. The following services are considered essential
dental benefits for members under the age of 19:

e Exams e Composite Fillings

e Cleanings e Pins & Posts

e Fluoride o Extractions, except for third molar
e Sealants e Therapeutic Pulpotomy

e Bitewings ¢ Root Canal

e Full Mouth or Panorax X-rays e Prefabricated Resin Crown

e Amalgam Fillings e Stainless Steel Crown

Covered Dental Expenses

Preventive Treatment

The plan pays 100% of covered preventive treatment. Most preventative services are payable once every Six
months. There is no deductible required for preventative treatment. This plan pays for the following preventative
services:

= Routine dental exams

= Routine bitewing x-rays

= Fluoride treatment

= A non-excisional soft tissue screening to detect oral cellular abnormalities (Vizilite)

= Routine cleaning once every six months; except for the following plan members enrolled in the Delta Dental Oral
Health, Total Health Program:
¢ plan members with diabetes are eligible for a total of 4 routine cleanings each eligibility year;
e pregnant women are eligible for a routine cleaning in the third trimester of pregnancy regardless of normal

plan frequency limits

Basic Treatment

After you meet the applicable deductible, the plan pays 80% of the following covered basic treatments:

=  Full mouth x-rays (one set of full mouth x-rays in a period of 36 consecutive months)

=  Space maintainers for missing primary teeth

= Temporary treatment needed to ease dental pain

= Sealants for permanent molars (covers children ages 6 to 14, once every 3 years)

= Diagnostic x-rays and lab procedures

= Amalgam, silicate, acrylic and composite fillings. If another restorative material is selected, such as gold foil, the
plan will cover up to the cost of a silver amalgam filling. Composite, plastic, silicate, or similar restorations in
posterior teeth, other than facial class V restorations on bicuspids, are considered optional services. Benefits
shall be based on a corresponding amalgam restoration

= Removal of teeth, including surgery for impacted wisdom teeth (except when due to pre-orthodontic treatment)

=  Prescription drugs for dental conditions

= Anesthesia for oral surgery
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= Root canal therapy (endodontics)

= Periodontal therapy to stop any severe and recurring symptoms, including periodontal prophylaxis and occlusal
adjustments

= Consulting with your dentist or doctor when required, except when due to pre-orthodontic treatment

= Surgery to prepare dental ridges for prosthetic appliances

= Oral surgery performed by your dentist or doctor within six months of an accidental injury to your jaw or natural
teeth (prosthetic appliances are included)

= Emergency care and treatment of the jaw or natural teeth received within 72 hours after the first visit

= Relining or rebasing after six months from the date of placement of a denture (one relining or rebasing in a period
of 36 consecutive months)

= Inlays, onlays, and crowns when the tooth cannot be restored with a filling or when needed as a support for a
bridge

= Repair of dentures or bridgework

= Brush biopsy is covered once in any 6 month period, limited to the sample collection and does not include
coverage for lab services

Major Treatment

After you meet the applicable deductible, the plan pays 50% of the following covered major treatments:

=  First placement of bridgework

= First placement of partial or full dentures

= Bridge or denture replacement if over five years from the last placement and not serviceable, or the existing
denture cannot be used because of the first placement of an opposing full denture

= Implant placement and removal once per lifetime per tooth space (for Non-Represented group members only)

Any benefits paid for temporary crowns, bridges, or dentures are subtracted from benefits paid for permanent
crowns, bridges, or dentures. The total benefit paid for temporary dentures will not be more than the maximum
benefit paid for permanent dentures.

Orthodontic Treatment

50% of covered orthodontic treatment is paid by the plan. There is no deductible for the following treatment:

= |nitial diagnostic procedures
= Correction of malocclusion by wire appliances, braces and other mechanical aids
= Removal of teeth

If needed, the plan includes any separate charges for the first appliances. The plan pays according to the type of
dental treatment incurred on the day treatment begins.

Prior to any orthodontic work, your dentist must send in a pre-treatment estimate form to Delta Dental, who will
review the service or treatment before it begins. The pre-treatment estimate is designed to inform you of the amount
of the benefits paid under the plan before you incur major expenses.

Dental Implant Coverage for AFSCME-, IAFF BC and Non-Represented Employees

Surgical placement and removal of implants are covered for AFSCME-, IAFF BC-, and Non-Represented Employees.
Implant placement and implant removal are limited to once per lifetime per tooth space. The plan will also cover one
of the following:

= The final crown and implant abutment over a single implant, limited to once per tooth or tooth space in any 5-year
period; or

= Afull or partial denture for the final implant-supported full or partial denture prosthetic device when the implant is
placed to support a prosthetic device, limited to once in any 5-year period; or

= The final implant-supported bridge abutment and implant abutment, or pontic, limited to once per tooth or tooth
space in any 5-year period.

Implant-supported bridges are not covered if one or more of the abutments is supported by a natural tooth. These
benefits or alternate benefits are not provided if the tooth, implant, or tooth space received a cast restoration or
prosthodontic benefit, including a pontic, within the previous 5 years.
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Dental Expenses Not Covered

The following services and supplies are not covered under the plan:

Charges from providers that exceed “prevailing fees,” as determined by Delta Dental

Services, procedures, supplies and drugs constituting experimental or investigational treatment as determined by

Delta Dental

Services which are paid for by the government (except services provided by a Veteran's Hospital for non-service

related illnesses or injuries)

Services for which you or your covered dependent are not charged, or for which the charges are waived

Treatment of an illness or injury for which you are covered under Workers' Compensation or similar State or

Federal programs, except services provided by a Veterans Hospital for non-service related illnesses or injuries

(this exclusion does not apply to medical assistance provided under Medicaid)

Dental checkups or dental screening by your employer, a school or a government

Dietary planning, plaque control or oral hygiene instructions

Missed appointments or completion of claim forms

Any restorations or treatment used mainly to keep periodontally involved teeth from moving or to restore

occlusion

Replacement of a lost or stolen prosthetic device or any other device or appliance

Any dentures, crowns, inlays, onlays, bridgework or other appliances or services mainly for increasing vertical

dimension

lliness or accidental injury resulting from an act of war or during military service for any country while you are

covered

Tooth or denture implants, except for Non-represented group members

Precision attachments

Dental treatment for cosmetic reasons except for cosmetic dental surgery that is required: Due to an injury

e For crown facings on molar teeth if needed as a result of accidental injury

e For a birth defect or sickness of a covered eligible child born to a covered person

Replacement of dentures or bridgework if less than five years from the last denture or bridgework placement,

except for denture or bridgework placement if the existing dentures or bridgework cannot be used because of

first placement of an opposing denture

The first placement of dentures or bridgework to replace teeth removed before you or your covered dependent

were eligible for coverage under the plan, unless:

e The expenses were eligible under the City’s prior group dental plan; and

e The teeth were removed while you or your covered dependent were covered under the City’s prior group
dental plan.
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ELIGIBILITY AND ENROLLMENT

It is your responsibility to make changes to your plan enrollment within 60 days of a qualifying event,
including adding newly eligible dependents or dropping ineligible dependents. You can submit changes to
your plan enroliment through Employee Self Service.

Employees

All regular full-time and part-time or Limited Duration employees scheduled to work at least one half the available
hours in the pay period (or who otherwise qualify as regular part-time employees under an applicable labor
agreement or administrative policy) are eligible for the medical, dental, and vision plan. Eligibility for IATSE-
represented members is specified in the most recent labor agreement between IATSE and the City of Eugene.
Eligibility for AFSCME-represented Recreation Activity Employees (RAE) is specified in the most recent labor
agreement between AFSCME and the City of Eugene.

Regular employees may opt-out of City-provided health insurance (medical, dental, and vision) coverage with proof
of other coverage. The proof, such as a copy of your ID card from another insurance carrier or similar documentation,
must be attached to the “Opt-out” form and submitted to the Risk Services Benefit Program.

Compensated elected officials (the Mayor and City Councilors) are eligible for coverage on a self-pay basis. In order
to qualify for coverage, the elected official must elect to participate in the plan and pay the required premiums.
Compensated elected officials are eligible for the same coverage under the plan as Non-represented employees.

Temporary employees who qualify under provisions of the Affordable Care Act are eligible for coverage under the
Non-Represented plan on a self-pay basis. In order to qualify for coverage, the Temporary employee must elect to
participate in the plan when notified of their eligibility and must pay the required premiums.

COBRA/Retirees

Qualified participants may become eligible for COBRA or Retiree health insurance coverage effective the first of the
month after they lose coverage under an Active Employee plan. Please see the Continuation of Coverage section for
more information.

Dependents and Eligible Children

As an employee eligible for medical, dental, and vision coverage, you can cover your eligible dependents.

Regular Employees and Elected Officials - eligible dependents include:

= Your legal spouse or domestic partner.

= Your eligible children under age 26.

= Any unmarried child who had been covered as a dependent and who continues to be your dependent because of
a physical or mental disability regardless of age. However, the disability must have existed before the child’s 19t
birthday. During the two years following the child’s attainment of age 19, continued proof of the incapacity and
dependency may be required. PacificSource may request such proof as often as reasonably required. However,
after two years, proof may not be required more than once a year.

= Children of enrolled domestic partners are eligible on the same terms and conditions as eligible children of
enrolled employees.

The following are considered eligible children:

= Your natural child, including a child born out of wedlock

= Your adopted child or a stepchild, including situations where there is a Qualified Medical Child Support Order
(QMCSO) that requires your spouse to provide health insurance coverage

= Children placed with you for adoption (placement for adoption means you have assumed and retained a legal
obligation for full or partial support of the child in anticipation of adoption)

= Children related to you by blood or marriage (including a grandchild, niece, nephew or sibling) for whom you are
the legal custodian or guardian (you will need to provide a court order showing legal guardianship)

= Children for whom you have obtained and provided to the City a Decree of Parental Rights (for Non-represented
employees and retirees only)

= Children of enrolled domestic partners who meet the definition of eligible child as outlined above
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A child will not be denied enrollment in the plan on the grounds that child does not reside with the child’s parent or in
the plan’s service area.

Temporary Employees - Eligible dependents are your biological or adopted children under age 26.

Payroll Deductions

Certain groups of employees may be required to contribute toward the cost of health insurance coverage. The
contribution is in the form of a payroll deduction for a portion of the health insurance premium. Premiums may
change annually, and generally increase each year. Payroll deduction rate information is available on the Employee
Benefits website or by contacting the Benefits Program.

The portion of the premium that you pay through payroll deductions will be deducted on a before-tax basis through
automatic enrollment in the Flexible Spending Account Premium Conversion Program. This means you will avoid
paying taxes on these payroll deductions. As a result, your actual take-home pay may increase because your tax
payments have been reduced. Employees who have enrolled their domestic partners in a group health plan
maintained by the City are not eligible to participate in the Premium Conversion Program.

Although the Premium Conversion Program will benefit most employees, you can opt out of this program by signing
an election form indicating that you do not want your premiums to be taken on a before-tax basis within 30 days after
you initially become eligible for health plan coverage. Election forms are available in the Risk Services Benefits
Program.

When Coverage Begins

For New or Newly Eligible Employees: Health insurance coverage for you and your eligible dependents begins
on the first of the month following your date of hire or date of eligibility. If your date of hire or date of eligibility is the
first day of the month, your coverage will begin in the month following the month you are hired.

Regular Employees and Elected Officials: To enroll or add dependents to your plan, you must complete and sign
a Health Plan Enrollment form within 60 days of your date of hire or date of eligibility.

Temporary Employees: To enroll or add dependents to your plan, you must complete and sign a Health Plan
Enrollment form within 30 days of the date you are notified of your eligibility for coverage.

If you fail to enroll within 60 days, the City will automatically enroll you in a default health plan. Elected Officials and
Temporary Employees are not subject to auto-enroliment. Please see additional information in the Timing of
Enrollment section of this handbook.

Unless otherwise required under provisions of the Affordable Care Act, employees must be actively at work on the
date coverage otherwise will become effective. If an employee is not actively at work on the date coverage would
otherwise begin, coverage will become effective on the date the employee resumes active employment. An
employee’s coverage will begin on a non-working day if the employee was actively at work on the last scheduled
working day before the non-working day. However, if you are not actively at work on the date coverage would begin
due to a medical condition, disability or hospitalization, your coverage will begin as scheduled.

For Current Members: If you previously declined coverage for yourself or your dependents under the City’s plans,

you may still be able to enroll or add dependents to your plan under certain circumstances. Please see below for
additional information.

How to Enroll

You can enroll or change your enrollment online 24 hours a day from home or work at www.eugene-
or.gov/healthenroll. The enrollment form must include complete information on yourself and the eligible family
members you are enrolling in your plan. If submitting a paper enrollment form, return the completed application to the
Risk Services Benefits Program. Contact information is in the front of this handbook.

Timing of Enrollment

Everyone who becomes eligible for coverage has an initial enroliment period, which is the 60-day period beginning
on the date a person is first eligible for enrollment in this plan (30-days from the date notified of eligibility for
Temporary Employees). If you do not submit a form during your or your dependent’s initial enroliment period, you
may be required to wait until Open Enrollment to enroll dependents or to make changes to your plan.
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To enroll yourself or add dependents to your plan, you must complete and sign a Health Plan Enroliment
form within your initial enroliment period.

You can add a dependent outside the initial enrollment period only if adding your dependent would not increase your
health insurance payroll deduction or if you are not required to contribute to either employee or dependent coverage.

Benefits cannot be paid until an enroliment form is submitted to the Risk Services Benefits Program. If the form is
completed within your initial enroliment period, your enrollment and required payroll deductions will be processed in
accordance with the applicable effective date of coverage. If you add a dependent outside the initial enrollment
period, coverage will become effective the first of the month after the Risk Services Benefits Program receives your
health plan enrollment form.

For Regular Employees: If you are a new or newly eligible employee and do not enroll in a health plan or Opt-

out of City-provided coverage within 60 days of your date of hire, the City will automatically enroll you in

employee-only coverage under a Default Health Plan. You will then have two calendar weeks immediately

following your 60-day initial enrollment period to enroll eligible dependents in the Default Health Plan.

Coverage and payroll deductions will be retroactive to the date they would normally have been effective if you had

enrolled during your initial enrollment period. You will not be able to change from the Default Health Plan until the

next Open Enroliment or mid-year Special Enrollment period, as outlined in this handbook. You will not have to wait

for the next Open Enrollment in any of the following situations:

= You are adding a dependent, and the addition will not increase your health insurance payroll deduction
contribution

= The individual qualifies for special enrollment under any of the special enrollment provisions described below

= A court has ordered that coverage be provided for the spouse or eligible child of an employee under the plan and
a request for enrollment is made within 60 days after issuance of the court order

= The individual's coverage under Medicaid, Medicare, CHAMPUS, Indian Health Service or a publicly sponsored
or subsidized health plan, including but not limited to the Oregon Health Plan, has been involuntarily terminated
within 63 days of applying for coverage under the plan

Elected Officials and Temporary Employees are not subject to auto-enroliment.

Open Enroliment

The City of Eugene has annual open enrollment each May or June. This is generally the only time during the year
that you may change from this health plan to another health plan offered by the City. In addition, you may at that time
add eligible dependents who were not previously enrolled under the plan. All enrollment changes become effective
July 1.

Special Enrollment — Change in Employment Status

Employees who change union/employee units during the year, change from AFSCME-represented Limited Duration
to Regular status, who change from part-time to full-time status (or vice versa), or who have another similar status
change within an employee unit may elect to change health plans or add or drop eligible dependents.

To change enrollment due to an employment status change, a new Health Plan Enrolilment Form must be

completed within 60 days of official notification by the employee’s department. The enroliment change and required
payroll deductions will be processed effective the first of the month after the date of the qualifying event.

Special Enrollment - Loss of Other Coverage

If you declined coverage under City health insurance because you were covered under another group health plan or
insurance policy, or if you declined coverage for a dependent who was then covered under another group health plan
or insurance policy and if that coverage is later terminated, you or your dependent may be eligible for coverage under
any health insurance plan offered by the City of Eugene for which you are eligible.

In order to be eligible for this special enroliment, the other health coverage that had been in effect when coverage
under City health insurance was declined must have been either:
= Coverage under a health plan that was terminated by reason of:

e Aloss of eligibility for coverage

e The incurrence of a claim that would meet or exceed a lifetime limit on all benefits under the plan

e Because employer contributions toward the other coverage had been discontinued; or
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= COBRA continuation coverage under a group health plan that ceases because;

The COBRA continuation period has been exhausted

e The failure of the employer to remit premiums on a timely basis

e The individual no longer resides, lives or works in the service area of an HMO or similar program
e The individual incurred a claim that would meet or exceed a lifetime limit on all benefits

You are also eligible to enroll in the plan if you declined coverage for yourself because you were covered under
Medicaid or a State Children’s Health Insurance Program (SCHIP) or if you declined coverage for a dependent who
was covered under Medicaid or SCHIP, and that coverage is later terminated.

You or your dependent are not eligible for special enroliment if the loss of eligibility for coverage under another group
health plan is due to the failure to pay premiums for such coverage on a timely basis, or if the termination of
coverage was for cause (such as making a fraudulent claim or an intentional misrepresentation of a material fact in
connection with the plan).

To enroll or change enrollment due to the loss of eligibility for other coverage, a new Health Plan Enroliment
Form must be completed within 60 days after the other health insurance coverage ends. The enroliment
change and required payroll deductions will be processed effective the first of the month after the form is submitted to
the Risk Services Benefits Program.

In addition, you must provide to the Claims Administrator a certificate of creditable coverage or other documentation

evidencing that other health coverage for you or your dependent was in effect when the prior coverage was declined
and the date of the subsequent loss of that coverage.

Special Enrollment — Eligibility for Premium Assistance Subsidy

If you or your dependent are covered under Medicaid or a State Children’s Health Insurance Program (SCHIP) and
either you or your dependent become eligible for a premium assistance subsidy with respect to that coverage, you
and your dependent are eligible for coverage under the City’s plans prior to the next open enrollment date.

This special enrollment right applies to:

= A current employee who becomes eligible for a premium assistance subsidy

= An enrolled employee’s dependent who becomes eligible for a premium assistance subsidy

= Both the current employee and the dependent if neither is enrolled under the City’s plan, and either becomes
eligible for a premium assistance subsidy

To enroll or add a dependent to your plan due to eligibility for a premium assistance subsidy, a new Health
Plan Enrollment Form must be completed within 60 days of the date the individual becomes eligible for the
premium assistance subsidy. Coverage will be effective the first of the month after the form is received by the Risk
Services Benefits Program.

Special Enroliment - Newly Acquired Dependents and Eligible Children

If you acquire new dependents because of marriage, birth, or placement for adoption, you may be able to enroll
yourself and/or your newly acquired dependents at that time. If the event is a newborn or adopted child, your spouse
or domestic partner is also eligible for coverage effective the date of birth, adoption, or placement for adoption, even
if you do not enroll the new eligible child in your plan. If adding a newly acquired dependent to your plan, you have
the option to switch to any health insurance plan offered by the City of Eugene for which you are eligible.

If the enroliment of a new dependent will result in an increase in your required payroll deduction for health
insurance coverage, you must submit a new Health Plan Enrollment form enrolling the dependent within 60
days after the marriage, birth, or placement for adoption. If you do not enroll your dependents within 60 days of
eligibility, you might have to wait until the next open enrollment period to cover them under the health plan. See the
specific section below for more information.

Newborn Children

Your newborn child will be automatically covered for 31 days after birth, but your newborn’s initial eligibility for
coverage will continue for 60 days from the date of birth. To continue coverage after 31 days, you must submit a
new Health Plan Enroliment form to the Risk Services Benefits Program. If the form is not received within 31
days, coverage will be terminated after the 31st day from the date of birth. However, if you complete a new Health
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Plan Enroliment Form within 60 days of the date of birth, your newborn’s coverage and the appropriate payroll
deductions will be reinstated retroactive to the date of birth.

Your newborn’s continuing eligibility for enrollment depends on whether adding your newborn results in an increase
in your premium contribution payroll deduction.

= If adding your newborn increases your payroll deduction, the baby’s eligibility for enrollment ends 60
days after birth. To add your newborn to your plan, you must complete a new Health Plan Enrollment form
within those 60 days. The enrollment change and required payroll deductions will be processed effective with the
date of birth. If a new form is not received within 60 days, your newborn’s coverage will end after 31 days from
the date of birth and you may not be able to add the baby to your plan until open enroliment.

= |f adding your newborn does not increase your payroll deduction, the baby’s eligibility for coverage continues as
long as you are covered. However, your newborn cannot be enrolled in the plan and benefits cannot be paid until
a new Health Plan Enroliment form is received. If the form is completed outside the 60-day initial eligibility period,
the enrollment change will be effective the first of the month following the date the form is received by the Risk
Services Benefits Program.

Adopted Children

When a child is placed in your home for adoption, the child is eligible for coverage beginning on the date of
placement, but to add the child to your plan you must submit a new Health Plan Enroliment form to the Risk Services
Benefits Program. “Placement” means you have assumed financial responsibility for the support and care of the child
in anticipation of adoption.

The child’s eligibility for enroliment depends on whether adding your child results in an increase in your premium
contribution payroll deduction.

» If adding the child increases your payroll deduction, the child’s eligibility for enrollment ends 60 days
after placement. To add your child to your plan, you must complete a new Health Plan Enrollment form within
those 60 days, after which the enrollment change and required payroll deductions will be processed retroactive to
the date of placement. If a new form is not received within 60 days, you may not be able to add the child to your
plan until open enrollment.

= |f adding the child does not increase your payroll deduction, the child’s eligibility continues as long as you are
covered. However, the child cannot be enrolled in the plan and benefits cannot be paid until a new Health Plan
Enroliment form is received. If the form is completed outside the 60 day initial eligibility period, the enrollment
change will be effective the first of the month following the date the form is received by the Risk Services Benefits
Program.

Family Members Acquired by Marriage

If you marry, you may add your new spouse and any newly eligible children to your plan by submitting a new Health
Plan Enroliment form to the Risk Services Benefits Program.

Your new dependent’s eligibility for enroliment depends on whether adding your new family member results in an
increase in your premium contribution payroll deduction.

= [If adding a new family member increases your payroll deduction, eligibility for enrollment ends 60 days
after the date of marriage. To add your new dependents to your plan, you must complete a new Health Plan
Enrollment form within those 60 days, after which the enrollment change and required payroll deductions will be
processed retroactive to the date of marriage. If a new form is not received within 60 days, you may not be able
to add your dependents to your plan until open enroliment.

= If adding your new dependent does not increase your payroll deduction, the dependent’s eligibility continues as
long as you are covered. However, the dependent cannot be enrolled in the plan and benefits cannot be paid
until a new Health Plan Enrollment form is received. If the form is completed outside the 60 day initial eligibility
period, the enrollment change will be effective the first of the month following the date the form is received by the
Risk Services Benefits Program.
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Qualified Medical Child Support Orders

This health plan complies with qualified medical child support orders (QMCSO) issued by a state court or state child
support agency. A QMCSO is a judgment, decree, or order, including approval of a settlement agreement, that
provides for health benefit coverage for the child of a plan member.

If a court or state agency orders coverage for your spouse or child, they may enroll in this plan within a 60-day initial
enrollment period beginning on the date of the order.

Your family member’s eligibility for enroliment depends on whether adding your family member results in an increase
in your premium contribution payroll deduction.

= If adding your family member increases your payroll deduction, eligibility for enrollment ends 60 days
after the date of the court appointment. To add your family member to your plan, you must complete a new
Health Plan Enrollment form within those 60 days, after which the enrollment change and required payroll
deductions will be processed retroactive to the date of the court order or the date specified in the court order. If a
new form is not received within 60 days, you may not be able to add your family member to your plan until open
enrollment.

= If adding your family member does not increase your payroll deduction, the family member’s eligibility continues
as long as you are covered. However, the family member cannot be enrolled in the plan and benefits cannot be
paid until a new Health Plan Enrollment form is received. If the form is completed outside the 60 day initial
eligibility period, the enrollment change will be effective the first of the month following the date the form is
received by the Risk Services Benefits Program.

Domestic Partner Coverage

You may enroll your domestic partner in your plan if both you and your domestic partner have met all the criteria
outlined in the Eligibility section below.

Eligibility

For purposes of eligibility for coverage under the City health insurance, a domestic partner means either a “statutory
domestic partner” or a “non-statutory domestic partner.”

A registered or “statutory” domestic partner is a person of the same sex as the employee who, with the
employee, has been issued a Certificate of Registered Domestic Partnership pursuant to ORS Chapter 99 or who
has otherwise entered into a legally-recognized civil contract in regard to such domestic partnership. A statutory
domestic partner is eligible for coverage under the plan under the same terms and conditions as a legal spouse. If
you have been issued a Certificate of Registered Domestic Partnership, you do not need to submit a Declaration of
Domestic Partnership or meet the eligibility criteria as outlined below for non-registered domestic partners.

A non-registered or “non-statutory” domestic partner is a person of either the same sex or opposite sex as the
employee, who, with the employee, has not entered into a legally recognized civil contract or been issued a
Certificate of Registered Domestic Partnership. Your non-statutory domestic partner is eligible for coverage only if
you and your domestic partner submit a “Declaration of Domestic Partnership” to the Risk Services Benefits Program
and have met all the criteria below for at least 6 months:

= Are each 18 years of age or older

= Are not legally married to anyone

= Are each other’s sole domestic partner living together in a spousal equivalent relationship

= Have shared the same regular permanent residence for at least six (6) months immediately preceding the date of
the Declaration of Domestic Partnership and represent in such Declaration an intent to continue to do so
indefinitely

= Are financially interdependent and jointly responsible for “basic living expenses”

= Are not related by blood so close as to bar marriage in the State of Oregon and are mentally competent to
consent to a contract

“Basic living expenses” means the cost of basic food, shelter and other expenses. The employee and domestic
partner need not contribute equally or jointly to the costs of these expenses as long as they agree that both are
responsible for the cost.

Upon request, you must provide the Risk Services Benefits Program with documents establishing that a person
enrolled under the plan as a non-registered domestic partner meets the eligibility criteria set forth above. The
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domestic partner may be terminated from the plan if you do not produce documentation within thirty calendar days of
the request.

For statutory domestic partners, you will not be required to submit a Certificate of Registered Domestic Partnership,
or any other documentation evidencing an individual's status as a registered domestic partner, except in the same
circumstances a marriage certificate may be required.

Enrolling Eligible Domestic Partners

You can enroll your eligible domestic partner and the legal dependents of your domestic partner in your plan by
submitting a Declaration of Domestic Partnership form (required for non-registered domestic partners only), a Health
Plan Enrollment form, and, if appropriate, a Declaration of Tax Dependent Status form. You may incur an additional
tax liability when enrolling a registered or non-registered domestic partner in your plan. Forms and information on the
possible tax consequences of domestic partner coverage are available on the Domestic Partnership page of the
Employee Benefits website at www.eugene-or.gov/employeebenefits or from Benefits Program staff. Coverage is
effective on the date the Declaration of Domestic Partnership is approved by the Benefits Program.

A qualified registered or non-registered domestic partner may be enrolled within the same time periods that apply to
the enrollment of spouses under the plan, including, but not limited to, during the first 60 days of eligibility following
the domestic partner’s initial eligibility for coverage or during an annual open enroliment period.

Except as provided in the Additional Conditions section below, domestic partners and their dependents are eligible
under the health plan for the same benefits under the same conditions as provided to spouses and dependents of
married employees.

Additional Conditions
The coverage of domestic partners and their dependents is subject to the following additional terms and conditions:

= Domestic partners and their dependents are eligible for continued coverage under either the COBRA or the
retired employee continuation coverage provisions of the health plan.

= By enrolling your domestic partner and, if applicable, the dependents of your domestic partner, you will be
responsible for the same premium contribution towards the cost of dependent coverage as married employees
having dependent coverage.

= You will not be eligible to pay for the cost of domestic partner coverage under the plan (including for the
coverage of the employee and any dependents of the employee) on a before-tax basis under the City of Eugene
Flexible Spending Account (FSA) program unless you advise the Risk Services Benefits Program that the
domestic partner qualifies as a dependent of the employee under applicable IRS rules by submitting an
“Declaration of Dependent Status”. Otherwise, all premium contributions for domestic partner coverage must be
made on an after-tax basis.

= Under IRS rules, the plan’s coverage of a domestic partner who is not a qualified dependent is a taxable benefit
to you. In such circumstances, you must pay income taxes on the fair market value of the health plan coverage
provided to your domestic partner. The value of the domestic partner coverage is considered wages, is included
in your gross income, and is subject to state and federal income tax and FICA withholding.

= The value of the coverage of a domestic partner who qualifies as your dependent under the IRS rules will not be
subject to taxation, and thus will not be included in your wages.

Upon request, you must provide the Risk Services Benefits Program a new Declaration of Dependent Status and
other documents establishing the domestic partner’s status as your dependent. If you do not provide such documents
within 31 calendar days of the request, the value of the coverage of the domestic partner under the plan will become
taxable to you as outlined above.

Termination of Domestic Partnership

Coverage under the plan for a registered domestic partner will end on the last day of the month after the date of a
final judgment of dissolution or annulment of the domestic partnership. Coverage under the plan for a non-registered
domestic partner will end on the last day of the month after the termination of the domestic partnership, or the date
that the non-registered domestic partner no longer satisfies the eligibility criteria to qualify as a non-registered
domestic partner.

Upon termination of the non-registered domestic partner relationship, or if the non-registered domestic partner no
longer meets the criteria for plan coverage, you must submit a “Termination of Non-Registered Domestic
Partnership” form to the Benefits Program within 60 calendar days of the event. After such termination of coverage,
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you may not enroll a non-registered domestic partner under the plan within 6 months of the date the Termination of
Non-Registered Domestic Partnership was submitted.

Returning to Work After an Absence

Layoff

If you are laid off and are recalled to your previously held classification, your health coverage will resume
retroactively to the first day of the month in which you return to a regular schedule meeting the minimum hours
required for health insurance coverage under City policy or the applicable union contract. If your family members
were covered before your layoff, they can resume coverage at that time as well. You must re-enroll your family
members by submitting an enroliment form within 60 days after your return to work.

Leave of Absence

Your coverage and that of your covered dependents will be continued while you are on paid leave of absence.
Coverage will ordinarily terminate on the last day of the month in which the paid leave ends, unless you are on
approved leave under the Family and Medical Leave Act. If you are granted a leave of absence without pay you can
continue your health insurance coverage on a self-pay basis. See the section COBRA Continuation Coverage for
more information.

If you return to work after an approved leave of absence without pay, your health coverage will resume retroactively
to the first day of the month in which you return to a regular schedule meeting the minimum hours required for health
insurance coverage under City policy or the applicable union contract. If your family members were covered before
your leave of absence, they can resume coverage at that time as well. You must re-enroll your family members by
submitting an enrollment form within 60 days after your return to work.

FMLA/OFLA Unpaid Leave of Absence

If you are on an unpaid leave of absence under the Family and Medical Leave Act (FMLA) OR Oregon Family Leave
Act (OFLA), you and your enrolled dependents will remain eligible for coverage under the same conditions as if you
had been continuously employed during the entire leave period.

If you return to work after Family Medical Leave and did not continue your health coverage while on FMLA/OFLA,
your coverage will resume retroactively to the first day of the month in which you return to a regular schedule meeting
the minimum hours required for health insurance coverage under City policy or the applicable union contract. If your
family members were covered before your leave of absence, they can resume coverage at that time as well. You
must re-enroll your family members by submitting an enrollment form within 60 days after your return to work.

When Coverage Ends

You must drop ineligible dependents within 60 days of the date of the qualifying event by submitting a new
Health Plan Enrollment form to the Risk Services Benefits Program.

You are required to notify the Risk Services Benefits Program when you have a qualifying event that would cause a
loss of eligibility for you or your dependent under the plan. Employees who pay a portion of their health insurance
premium through a payroll deduction should promptly notify the Risk Services Benefits Program when any covered
dependent no longer qualifies for health insurance coverage to ensure that the correct payroll deduction is taken.

Health insurance coverage for you and/or your dependents will end on the earliest of the following dates:

= The end of the month in which you or your dependent are no longer eligible for coverage under the plan
= The date the plan terminates
= The end of the month for which you paid the last required premium

Health insurance coverage for your eligible dependents also ends when your coverage stops or, if earlier, as of the
date your dependents no longer qualify for coverage. Coverage for a child who is covered by virtue of a Decree of
Parental Rights (for a Non-Represented employee) will end when the child ceases to be covered by the Decree.

You and/or your dependents may be eligible to continue coverage for a limited time after coverage ends under this
plan. Please see the Continuation of Coverage section of this handbook for more information.
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There are a variety of circumstances in which coverage for you and/or your covered dependents will end. See below
for some specific situations.

Termination of Employment

If your employment with the City of Eugene ends for any reason, coverage for you and/or your enrolled family
members will end after the last day of the month in which your employment ends.

Work Hour Reduction

If your work hours are reduced below the minimum hours per week required for coverage, coverage for you and/or
your enrolled family members will end after the last day of the month in which your eligibility ends.

Divorce

If you divorce, you must drop your former spouse from your plan within 60 days of the date the divorce is
final by submitting a new Health Plan Enroliment form to the Risk Services Employee Benefits Program. Your
former spouse is not eligible for coverage under the plan, even if you are legally required to provide health insurance
coverage. Coverage for your former spouse will end after the last day of the month in which the divorce decree is
final. Continuation coverage may be available. Please see the Continuation of Coverage section for more
information.

Termination of Domestic Partnership

If you terminate your domestic partnership, you must drop your former domestic partner from your plan
within 60 days by submitting a new Health Plan Enroliment form (and, for nonstatutory domestic partners, a
Termination of Domestic Partnership form) to the Risk Services Employee Benefits Program. Coverage under
the plan for a statutory domestic partner will end on the last day of the month after the date a final judgment of
dissolution or annulment of the domestic partnership. Coverage under the plan for a non-statutory domestic partner
will end on the last day of the month after the termination of the domestic partnership, or the date the non-statutory
domestic partner no longer satisfies the eligibility criteria to qualify as a non-statutory domestic partner.

Voluntary Termination of Coverage

While you can voluntarily discontinue coverage for your enrolled family members at any time, your payroll deduction
for health insurance taken out as pre-tax through the Premium Conversion Program can only be reduced if the
disenrollment occurs during the health insurance open enrollment period or if it is prompted by and consistent with a
Qualified Change in Status Event under the City of Eugene Flexible Spending Plan.

This means that your payroll deduction may stay the same even if you discontinue enrollment for a
dependent under your plan unless the disenrollment occurs as stated above. Please see the Flexible Spending
Account section of this handbook for a list of Qualified Change in Status Events. (Note: This provision does not apply
to enrolled domestic partners who are not tax-qualified dependents since their coverage is not governed by Flexible
Spending Plan federal regulations.)

To disenroll a family member, you must submit a new Health Insurance Enroliment form to Risk Services Benefits
Program. Keep in mind that once coverage is discontinued, you may need to wait until the next open enrollment
period if you wish to re-enroll them in your plan.

Children Age 26 and Over

If your child is age 26 or over, they are not eligible for coverage under the plan unless they meet eligibility for
coverage due to a mental or physical disability. You must drop your ineligible child from your plan within 60
days of the date they lose eligibility by submitting a new Health Plan Enrollment form to the Employee
Benefits Program. Coverage for your over-age child will end on the last day of the month in which they turn age 26.
Continuation coverage may be available. Please see the Continuation of Coverage section for more information.

Certificates of Creditable Coverage

Certificates of Creditable coverage will be issued by the Claims Administrator when active coverage ends, when
COBRA or Retiree coverage ends, and when an individual requests a certificate while covered by the plan or within
two years after losing coverage under the plan.
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CONTINUATION OF COVERAGE

COBRA/Retiree Contact Information

If you have questions about your COBRA or Retiree continuation coverage, you can contact the COBRA/Retiree
Administrator, BenefitHelp Solutions, or the Plan Administrator, the City of Eugene Risk Services Benefits Program.
Contact information is in the front of this handbook.

COBRA Continuation

You and/or your eligible dependents (including domestic partners and their dependents) may continue your health
care coverage on a self-pay basis under certain qualifying events. This continuation coverage is made available
pursuant to the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), as amended. The following
sections describe your rights to continuation under state and federal laws, and the requirements you must meet to
enroll in continuation coverage. If you have questions about your COBRA continuation coverage, you can contact the
Plan Administrator or the COBRA Administrator. See the COBRA/Retiree Contact Information section above for
details.

You, your spouse or domestic partner, and your dependents, as applicable, may only continue the health coverage
that was in effect when the qualifying event took place. You would not be eligible to switch health plans due to
COBRA, but you may change your coverage during the open enroliment period. If you had the combined health
coverage (medical/dental/vision), you may continue that combined coverage. You may also elect to continue the
medical coverage only and not dental/vision coverage. The coverage will be the same as that provided under the City
of Eugene's benefit plans for active employees.

A child who is born to or adopted by you while you are receiving continuation coverage is also entitled to continuation
coverage. Written notice of a child born to or adopted by you while you are receiving continuation coverage must also
be provided to the COBRA Administrator within 60 days of that event.

Individuals entitled to COBRA continuation coverage have the same rights afforded similarly-situated plan
participants who are not enrolled in COBRA. COBRA participants may add newborns, a new spouse or hewly eligible
domestic partner, and adopted children (or children placed for adoption) as covered dependents in accordance with
the plan’s eligibility and enrollment rules, including the plan’s special enrollment rules.

Address Changes

In order to protect your family’s rights, you should keep the Risk Services Benefits Program informed of any changes
in the addresses of family members. You should keep a copy, for your records, of any notices you send to the Risk
Services Benefits Program or to the COBRA Administrator.

Qualifying Events

A “qualifying event” is the event that causes your regular coverage to end and makes you eligible for continuation
coverage. If you are a City employee, you will become a qualified beneficiary if you lose coverage under the plan
because either one of the following qualifying events happens:

= Your hours of employment are reduced; or

= Your employment ends for any reason other than your gross misconduct.

Your spouse or domestic partner will become a qualified beneficiary if they lose coverage under the plan because
any of the following qualifying events happens:

= You die

= Your hours of employment are reduced

= Your employment ends for any reason other than for gross misconduct

= You become divorced or legally separated, or terminate your domestic partnership

Your covered eligible children will become qualified beneficiaries if they lose coverage under the plan because any of
the following qualifying events happens:

= You die

= Your hours of employment are reduced

= Your employment ends for any reason other than for gross misconduct

= You become divorced or legally separated from your spouse, or terminate your domestic partnership

= Your child is no longer eligible for coverage under the plan
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Notification of Qualifying Event — Your Responsibility

The plan will offer COBRA continuation coverage to qualified beneficiaries only after the City of Eugene Benefits
Program has been notified that a qualifying event has occurred. When the qualifying event is the end of employment,
reduction of hours of employment or death of the employee, the City of Eugene will notify the COBRA Administrator
of the qualifying event within 30 days following the date coverage ends.

For the qualifying events of divorce or legal separation of the employee and spouse, termination of domestic
partnership, or an eligible child’s losing eligibility for coverage as an eligible child, you must notify the City of
Eugene Benefits Program within 60 days after the qualifying event occurs. Your notice must include the nature
and date of the qualifying event, the name of the person losing coverage, and a mailing address for that person.

Once the City of Eugene Benefits Program receives naotice that a qualifying event has occurred, COBRA continuation
coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent
right to elect COBRA continuation coverage. Covered employees may elect COBRA continuation coverage on behalf
of their spouses or domestic partners, and parents may elect COBRA continuation coverage on behalf of their
children. For each qualified beneficiary who elects COBRA continuation coverage, COBRA continuation coverage
will begin on the date that the plan coverage would otherwise have been lost.

Length of COBRA Continuation Coverage

COBRA continuation coverage is a temporary continuation of coverage. When the following qualifying events
happen, you may continue coverage for the lengths of time shown:

Qualifying Event Continuation Period

Employee, spouse or domestic partner, and children may

Employee’s termination of employment or reduction in hours continue for up to 18 months:

Employee’s divorce or legal separation, or termination of Spouse or domestic partner and children may continue for
domestic partnership up to 36 months?

Employee’s eligibility for Medicare benefits if it causes a loss of Spouse or domestic partner and children may continue for
coverage up to 36 months

Spouse or domestic partner and children may continue for

Employee’s death up to 36 months?

Child no longer qualifies as a dependent Child may continue for up to 36 months?

If the employee or covered dependent is determined disabled by the Social Security Administration within the first 60 days of
COBRA coverage, all qualified beneficiaries may continue coverage for up to 29 months.

The total maximum continuation period is 36 months, even if there is a second qualifying event. A second qualifying event
might be a divorce, separation, domestic partnership termination, death, or child no longer qualifying as a dependent after the
employee’s termination or reduction in hours.

When the qualifying event is the death of the employee, divorce or legal separation, termination of domestic
partnership, or an eligible child’s losing eligibility as a eligible child, COBRA continuation coverage lasts for up to a
total of 36 months.

When the qualifying event is the end of employment or reduction of the employee's hours of employment, and the
employee became entitled to Medicare benefits less than 18 months before the qualifying event, COBRA
continuation coverage for qualified beneficiaries other than the employee lasts until 36 months after the date of
Medicare entitlement. For example, if a covered employee becomes entitled to Medicare 8 months before the date
on which his employment terminates, COBRA continuation coverage for his spouse or domestic partner and children
can last up to 36 months after the date of Medicare entitlement, which is equal to 28 months after the date of the
qualifying event (36 months minus 8 months).

Otherwise, when the qualifying event is the end of employment or reduction of the employee’s hours of employment,
COBRA continuation coverage generally lasts for only up to a total of 18 months. There are two ways in which this
18-month period of COBRA continuation can be extended, which are detailed below.
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Disability Extension of 18-month Period of Continuation Coverage

If you or anyone in your family covered under the plan is determined by the Social Security Administration (SSA) to
be disabled and you notify the COBRA Administrator in a timely fashion, you and your entire family may be entitled to
receive up to an additional 11 months of COBRA continuation coverage, for a total maximum of 29 months. The
disability would have to have started at some time before the 60th day of COBRA continuation coverage and must
last at least until the end of the 18-month period of continuation coverage.

In order to be eligible for this extended continuation coverage period, the disabled individual (or someone on
the individual’s behalf) must notify the COBRA administrator of the SSA disability determination within 60
days of the issuance of the determination by the SSA (or, if initial COBRA eligibility period begins after receipt of
SSA disability determination, within 60 days following COBRA eligibility date) and before the end of the otherwise
applicable 18-month continuation period, whichever period ends first. The notice must include a copy of the SSA
determination. If the notice of the SSA determination is not provided to the COBRA Administrator within this time
period, then the 11-month extension of coverage will not be available.

If the SSA later makes a final determination that the individual is no longer disabled, the individual must notify the
COBRA Administrator within 30 days of the final determination by the SSA.

Second Qualifying Event Extension of 18-month Period of Continuation Coverage

If your family experiences another qualifying event while receiving 18 months of COBRA continuation coverage, the
spouse or domestic partner and eligible children in your family can get up to 18 additional months of COBRA
continuation coverage, for a maximum of 36 months, if notice of the second qualifying event is properly given to the
plan. This extension may be available to the spouse (or domestic partner) and any eligible children receiving
continuation coverage if the employee or former employee dies, gets divorced or legally separated, or has a
domestic partnership termination, or if the eligible child stops being eligible under the plan as a eligible child, but only
if the event would have caused the spouse, domestic partner or eligible child to lose coverage under the plan had the
first qualifying event not occurred.

In all cases, you must make sure that the COBRA Administrator is notified of the second qualifying event
within 60 days of the second qualifying event. Your notice must include the nature and date of the second
qualifying event, the name of the person losing coverage, and a mailing address for that person.

Once Notification Is Given

When the COBRA Administrator is notified that one of the above events has occurred, they will notify you or your
covered dependents of the right to elect continuation coverage. Under this provision, the COBRA-eligible person
must elect continuation coverage within 60 days from the date coverage would otherwise be lost because of one of
the events described above or 60 days from the date of notification from the COBRA Administrator, whichever is
later. Failure to elect continuation coverage within that period will cause coverage under the plan to end as it
normally would under the terms of the plan.

Cost of COBRA Continuation Coverage

You or your covered dependent is responsible for the full cost of continuation coverage and any administrative fee
assessed. Payment for continuation coverage for any month is due on the first day of the month, and, in all events,
must be made within 30 days of the due date. The only exception is the premium payment for continuation coverage
during the period preceding the election, which must be made within 45 days of the date of election. Premium rates
may change annually.

When COBRA Continuation Coverage Ends

COBRA continuation coverage will end for a person (i.e., you, your spouse, domestic partner, or dependent, as
applicable) if one of the following events occurs:

= Failure to timely pay the full required continuation premium

= The City of Eugene no longer offers group health coverage

= The person later becomes covered under any other medical, dental, or vision plan. However, coverage under
another plan will not cause continuation to end if the other plan excludes or limits coverage for a pre-existing
condition of the person

= The person later becomes entitled to Medicare benefits under Part A, Part B, or both
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= In the case of a person who qualified for an extra 11 months continuation coverage based on the disability and
persons receiving continuation coverage by reference to such disabled person, the date of a final determination
by the Social Security Administration that the person is no longer disabled

= The applicable period of continuation ends

= Coverage is terminated for cause (e.g., a covered person submits a fraudulent claim)

Continuation coverage may also be terminated for any reason the plan would terminate coverage of an employee or
dependent not receiving continuation coverage. Once COBRA continuation coverage ends, it cannot be reinstated.

Termination for Gross Misconduct

Pursuant to federal law, employees who are terminated from employment for gross misconduct are not entitled to
COBRA continuation coverage under the plan. The spouse (or domestic partner) and dependents of an employee
terminated for gross misconduct are also not entitled to COBRA continuation coverage.

The City will review the specific circumstances surrounding each disciplinary termination in order to determine
whether an employee’s termination was for gross misconduct.

Extension of Hospital Coverage

A covered person who is hospitalized at the time of the termination of coverage under the plan will continue to
receive benefits for services received while hospitalized until discharged from the hospital or until the limits of
coverage under the plan have been reached, whichever is earlier. Continuation of coverage under this provision will
be concurrent with any eligibility period under COBRA continuation.

Continuation During Strike or Lockout

If you are a union member, you have certain continuation rights in the event of a labor strike. Your union is
responsible for collecting your premium and can answer questions about coverage during the strike.

In the event of cessation of work by employees due to a strike or lockout, your coverage under the plan will continue
in effect if you:

= Were covered by the plan on the date of the cessation of work;
= Continue to pay your individual contribution; and
= Assume and timely pay the contribution due from the City.

Coverage will not be continued beyond the earliest of the following dates:

= The date as of which fewer than 75 percent of the employees normally enrolled have continued their coverage
under the plan;

= The date as of which you take full-time employment with another employer; or

= The date as of which you otherwise loses eligibility under the plan.

If you are no longer eligible for continued coverage under this strike or lockout provision, you may still be eligible for

continued coverage under the general continuation of coverage provisions of the plan. Continuation of coverage
under this provision will be concurrent with any eligibility period under COBRA continuation.

Continuation after Injury or lliness Covered by Workers’ Compensation

If you have an injury or illness covered by the City's Workers’ Compensation program, you may continue your
coverage under this plan by self-paying the health plan premium until the earliest of the following dates:

=  You take full-time employment with another employer
=  Six months from the date you first pay your health insurance premium under this provision

Continuation under this provision will be concurrent with COBRA continuation for the period that you are also eligible
for COBRA continuation
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Continuation for Spouses or Domestic Partners over Age 55

Subject to the general provision of the plan, if you die, become divorced, legally separated, or discontinue your
domestic partnership, and your covered spouse or domestic partner is then age 55 or over, your spouse or domestic
partner and any other covered dependents may continue medical coverage under the City’s plan on a self-pay basis
until the earliest to occur of the following:

=  Failure to pay premiums when due

= Termination of the plan, unless another group health plan is made available by the City of Eugene to its
employees

= Your legally separated, divorced or surviving spouse or domestic partner becomes covered under another group
health plan or becomes eligible for Medicare

= Covered dependents no longer meet the eligibility requirements of the plan

In order to be eligible for continued coverage, your spouse, domestic partner or dependent must give written notice of
the legal separation, termination of marriage or domestic partnership, or death of the employee to the Benefits
Program within:

= Thirty days of the date of the employee’s death
= Sixty days of the date of legal separation (or dissolution of domestic partnership)
=  Sixty days of the date of entry of the divorce decree

USERRA Continuation Coverage

Coverage During Military Service

An employee who leaves the employment of the City of Eugene to perform services in the Armed Forces or another
uniformed service, and who would then otherwise cease to be eligible for coverage under the plan, will then have the
choice between two forms of continuation coverage. First, the employee can elect COBRA continuation coverage as
discussed above. Alternatively, the employee can elect continuation coverage that is made available pursuant to the
Uniformed Services Employment and Reemployment Rights Act (USERRA). The terms and conditions of the
USERRA continuation coverage are discussed below.

Right to USERRA Coverage

An employee who leaves employment with the City to enter into military service may elect USERRA continuation
coverage. If the employee elects USERRA continuation coverage, the employee can also elect USERRA
continuation coverage for any eligible dependents. However, in contrast to the COBRA rules, the employee’s
dependents do not have independent USERRA coverage rights. Therefore, dependents cannot elect separate
continuation coverage under USERRA if the employee chooses not to do so. In addition, a dependent of an
employee (including a spouse or domestic partner) who ceases to be eligible for coverage under the plan upon
entering into military service does not have USERRA continuation coverage election rights under the plan.

Scope of USERRA Coverage

The USERRA continuation coverage rules do not provide coverage for any illness or injury caused or aggravated by
an employee’s military service, as determined by the Veterans Administration.

During the period that the employee remains in such military service, the employee and covered dependents are
eligible for coverage under this plan even if they are then also covered under another group health program, such as
the Civilian Health and Medical Program of the Uniformed Services (CHAMPUS).

Length of USERRA Coverage

If an employee elects USERRA continuation coverage, the period for that coverage will extend until the earlier of (i)
the end of the 24 month period beginning on the date the employee leaves employment for the purpose of
performing military service, and (ii) the date the employee fails to timely return to employment or reapply for a
position with the City upon the completion of such military service. USERRA coverage will end automatically for the
employee and dependents if either of the following events occurs:

= The City no longer provides health coverage to any employees
=  The premium for the USERRA continuation coverage is not paid on time
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Electing USERRA Continuation Coverage

An employee who intends to leave employment to perform service in the military is generally required by USERRA to
provide the City with notice of such. When feasible, the notice is to be provided at least 30 days prior to the
departure.

If the employee does not provide the advance notice when able to do so, then the employee will not have the right to
elect USERRA coverage. The employee, however, may still be eligible to elect COBRA coverage.

When the City receives the notice of intended departure, the employee will be provided with an USERRA coverage
election form. To elect USERRA continuation coverage, the employee must complete the election form, and mail or
deliver it to the COBRA Administrator. The completed election form must be postmarked or delivered within 60 days
following the last day of the month in which the employee left employment to perform military service (or, if later,
within 60 days after the USERRA election form was provided to the employee). If the employee does not submit a
completed USERRA election form by the due date, the employee will lose the right to elect USERRA coverage.

If an employee was unable to give advance notice of a departure for military service because it was impossible or
unreasonable to do so under the circumstances, or because the employee was precluded from doing so by military
necessity, the 60-day election deadline will be waived. In this situation, the employee should submit the USERRA
election form when first able to do so.

In all cases, the right to USERRA coverage is conditioned upon the employee first remitting payment for the period
extending through the date the election is made, as discussed more fully below.

Paying For USERRA Continuation Coverage

Generally, an employee electing USERRA continuation coverage is required to pay the entire cost of the continuation
coverage. If the period of the employee’s absence is less than 30 days, the contribution rate will be the same as for
active employees. If the absence is longer than 30 days, the required contribution will not exceed 102% of the cost of
coverage.

The USERRA continuation coverage payment rules are substantially the same as applicable under the COBRA rules
discussed earlier in this section of the handbook. Thus, an employee who elects continuation coverage is not
required to send payment for continuation coverage with the USERRA election form. However, the employee must
make the first payment for USERRA coverage in full within 45 days after the date of the initial election. If the
employee does not make the first payment for continuation coverage within that 45-day period, the employee (and
the employee’s covered dependents) will lose all USERRA coverage rights under the plan.

After the employee has made the initial payment, future payments for USERRA coverage will be due as of the first
day of each month. However, the employee has a grace period of 30 days to make each monthly payment. If the
employee fails to make a monthly payment before the end of a grace period, the USERRA continuation coverage will
be terminated effective as of the last day of the period for which the USERRA continuation coverage premium was
received.

Reinstatement upon Returning to Work

Regardless of whether an employee elects continuation coverage under USERRA, coverage under the plan will be
reinstated on the first day the employee returns to active employment with the City or the date outlined by the City's
normal Leave of Absence policy, whichever is earlier, provided that the employee is released under honorable
conditions and returns to employment, or applies for reemployment, within the time period prescribed under
USERRA.

When coverage is reinstated, all provisions and limitations of the plan will apply to the extent that they would have
applied had the employee not taken military leave and coverage had been continuous under the plan.

Retiree Continuation

If you retire under the Oregon Public Employees Retirement System (PERS) or Oregon Public Service Retirement
Program (OPSRP) immediately upon your termination of employment from the City of Eugene, you can continue your
health insurance coverage through the City’s plan on a self-pay basis, as provided under state law. Retirees have the
choice of either COBRA or the Retiree Continuation Coverage, but not both. See the COBRA Continuation section
for more information about COBRA coverage. BenefitHelp Solutions administers the COBRA/Retiree health
insurance program for the City of Eugene. Contact information is in the front of this handbook.
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Eligibility

Oregon law requires public employers to allow retired employees the option of continuing to purchase health
insurance coverage from the employer after retirement. If you are a regular employee and retire under the Oregon
Public Employees Retirement System (PERS) or Oregon Public Service Retirement Program (OPSRP) (or any other
retirement system or plan to which contributions were paid by the City on the your behalf) immediately upon your
termination of employment from City of Eugene service (or if you are no longer actively employed due to a disability
and have been approved for PERS Disability), you may elect to continue to be covered under the plan on a self-pay
basis.

Coverage Options

On your retirement, you may elect either:

= Medical-only coverage or
= Medical, dental and vision coverage

If you initially elect medical-only coverage, you can later elect to add dental and vision coverage, but not until a
subsequent open enrollment period. You and your eligible dependents have the same open enrollment and special
enrollment options as do active employees.

Duration of Coverage

= You and your spouse or domestic partner may continue coverage under the retiree plan on a self-pay basis until
eligible for Medicare benefits.

= If you retire under PERS/OPSRP immediately upon leaving employment with the City of Eugene but are ineligible
to continue coverage under the Retiree plan due to Medicare eligibility, your spouse or domestic partner who is
covered under your active employee plan can continue coverage on the retiree plan until they become eligible for
Medicare.

= If while covered under the retiree plan you divorce or discontinue your domestic partner relationship after your
spouse or domestic partner attains age 55, your spouse or domestic partner has the right to continued coverage
under the plan.

= If you divorce or discontinue your domestic partnership before your spouse or domestic partner attains age 55,
your spouse or domestic partner will then cease to be eligible for retired employee coverage, but may then be
eligible for COBRA continuation coverage.

= You may continue coverage for your child as long as they are considered an eligible child under the plan. Once
your child loses eligibility under your plan they may then be eligible for COBRA continuation coverage.

Election Deadline

In order to be covered under the retiree health insurance program, you must timely elect the coverage and timely pay
the required self-pay premiums. You must retire under PERS or OPSRP immediately upon termination from the City
of Eugene and must elect to secure retired employee coverage no later than 60 days after your retirement date.

Monthly Payments

As a retired employee, you are responsible for the full cost of retired employee continuation coverage and any
applicable administrative fee assessed. Payment for coverage for any month is due on the first day of the month,
and, in all events, must be made within 30 days of the due date. The only exception is the premium payment for
retired employee coverage during the period preceding the election of such coverage, which must be made within 45
days of the date of election. In all regards, retired employee coverage will terminate as of the last day of the prior
month for which the monthly self-pay premium was not timely made.

No Reinstatement of Coverage

If you fail to timely elect retired employee coverage, or after electing coverage have your coverage terminated as a
result of failing to timely pay the required premium or for any other reason, you will cease to be eligible for retired
employee coverage. Once the retired employee coverage is terminated, it will not be reinstated.
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CLAIMS ADMINISTRATION AND PAYMENT

General Submission and Payment Information

When a participating provider treats you, your claims are automatically sent to the appropriate Claims Administrator,
either PacificSource or Delta Dental, and processed. All you need to do is show your PacificSource or Delta Dental
ID card to the provider.

If you receive care from a nonparticipating provider, the provider may submit the claim to the Claims Administrator for
you. If not, you are responsible for sending the claim to the Claims Administrator for processing.

All claims for benefits must be submitted to the Claims Administrator within 90 days of the date of service. If it is not
possible to submit a claim within 90 days, submit the claim with an explanation as soon as possible. In some cases
the Claims Administrator may accept the late claim. No claim will be paid if submitted later than one year from the
date of service. A claim that was paid, but for which additional information is received, will not be reprocessed after
the claim submission period described above.

Manual Claim Submission

If you paid for a product or service out-of-pocket, you can submit the claim to the Claims Administrator for
reimbursement through the following process:

= Complete a Quick Claim Form, available on the Risk Services Employee Benefits website or from the Benefits
Program staff.

= Obtain a copy of the bill or prescription receipt, which should include:

Your name

The name of the patient

The date of treatment

Total charge

A description of the diagnosis or symptoms treated

The prescription number (if applicable)

A description of the services

= If the treatment is for an accidental injury, include a statement explaining the date, time, place, and
circumstances of the accident.

Submit manual claims to the appropriate Claims Administrator at the address listed in the Contact Information page
in the front of this handbook.

Hospital Claims

If you or a covered dependent are hospitalized, you will need to present your PacificSource identification card to the
admitting office. In most cases, the hospital will bill PacificSource directly for the cost of the hospital services.
PacificSource will pay the hospital and send you copies of the payment record. The hospital will then bill you for any
charges that were not covered under your plan. If you are billed by the hospital directly, you will need to submit the
bill to PacificSource in order to claim your benefits for the charges.

Sometimes, a hospital will require you, at the time of discharge, to pay charges that might not be covered by your

plan. If this happens, you must pay these amounts yourself. PacificSource will reimburse you if any of the charges
you pay are later determined to be covered by your plan.

Ambulance Claims

Bills for ambulance service must show where the patient was picked up and where the patient was taken. The bill
should also show the date of service, the patient's name, and your group and identification numbers.

Explanation of Benefits (EOB)

Soon after you make a claim, the Claims Administrator will report to you on the action taken by sending you a
document called an Explanation of Benefits. The Explanation of Benefits (EOB) will indicate if a claim has been paid,
denied, or accumulated toward satisfying the deductible. If the Claims Administrator denies all or part of a claim, the
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reason for the action will be stated in the Explanation of Benefits. To be eligible for reimbursement, claims must be
received within the claim submission period noted under General Submission and Payment Information.

You can also review claims payment information by logging on to InTouch on the PacificSource website at
www.pacificsource.com. For Delta Dental information, log into myModa on the Moda website at
www.modahealth.com. See the Member Access Websites section of this handbook for more information.

Claim Inquiries

If you have any questions about how to file a claim, the status of a pending claim, or any action taken on a claim,
please contact the Claims Administrator's Customer Service Department. They will respond to your inquiry within 30
days of receipt.

Time Frames for Processing Claims

If your claim is denied, the Claims Administrator will send an EOB to you with an explanation of the denial within 30
days after receiving your claim. If they need additional time to process your claim for reasons beyond their control,
they will send you a notice of delay explaining those reasons within 30 days after receiving your claim. The Claims
Administrator will then complete the claim processing and send an EOB to you within 45 days after receiving your
claim.

If the Claims Administrator needs additional information to complete the processing of your claim, they will send you
a notice of delay and describe the information needed. The party responsible for providing the additional information
will have at least 45 days to submit the additional information. Once the additional information is received, they will
process the claim within 15 days. Submission of information necessary to process a claim is subject to the plan’s
claim submission period explained under General Submission and Payment Information.

Benefits Paid in Error

If the Claims Administrator makes a payment to you that you are not entitled to, or pays a person who is not eligible
for payment, they may recover the payment. They may also deduct the amount paid in error from future benefits.

The fact that a claim was paid in error does not constitute a waiver of applicable eligibility requirements or any plan

limitations or exclusions, and does not mean that benefits will continue to be provided for an otherwise excluded
condition, service or supply.

Bill Audit Incentive Program — Share the Savings!

As a smart health care consumer, you should check for errors in your medical bills. Many mistakes are ones only you
are aware of. Check these items:

= Duplicate Charges — Does your bill indicate too many charges for the same service?

= Room and Board — Are the charges for the actual number of nights you spent in the hospital?
= Medications — Were you charged for drugs or medications that you didn’t receive?

= Diagnostic/Laboratory Charges — Were the tests you were billed for actually completed?

The Bill Audit Incentive Program awards you for finding errors in your (or your dependents’) bills from a hospital,
physician or other professional provider, or if you find that the Claims Administrator has paid a provider more than
allowed under the plan. Finding these errors reduces the total expenses paid by the health plan.

Take the following steps if you believe a provider overcharged you or that the Claims Administrator paid more than
allowed under the plan:

= Call the hospital or the provider as applicable, and report the overcharge. Request a revised bill.

= For a claims overpayment by the Claims Administrator, call the Claims Administrator to report the error and
request that the claim be reprocessed.

= Send the original bill or explanation of benefits (EOB) from the Claims Administrator, along with either a revised
bill or a revised EOB to the Risk Services Benefits Program.

The error must be acknowledged by both the Claims Administrator and the City of Eugene. The Benefits Program will
then have 50% of the plan savings, up to a maximum of $500, issued to you on your paycheck.
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COORDINATION OF BENEFITS

It is common for family members to be covered by more than one health care plan, for example when both parents
work and chose to have family coverage through both their employers’ health plans. When an individual is covered
by more than one health plan, state law permits the health plans to follow a procedure called “Coordination of
Benefits” to determine how much each plan should pay. The goal is to make sure that the combined payments of all
plans do not exceed 100% of the individual's covered health care expenses. If a person is covered under more than
one health benefit plan, the individual should submit all of his or her claims to each plan.

The Coordination of Benefits “order of benefits determination” rules govern the order in which each “COB Plan”
(defined below) will pay a claim for benefits and determine whether the City of Eugene’s health plan is the Primary
Plan or a Secondary Plan when a person has health care coverage under more than one plan.

How Coordination of Benefit Rules Works

The City’s health plans provides benefits for health care expenses to which the Coordination of Benefits (COB) rules
apply. As a result, benefits otherwise payable under the City’s plans may be reduced because of the benefits
covered under other COB Plans. The medical benefits of the City's plans will be coordinated with other medical
plans, while the dental and vision benefits will be coordinated with plans providing similar benefits.

If an employee, former employee or any dependents, are covered both by this City plan and by another COB Plan
(including, for example, another City health plan), the benefits under this City plan and the other COB Plan will be
coordinated. This means one plan (the “Primary Plan”) pays its full benefits first, and then the other plan (the
“Secondary Plan”) pays benefits not to exceed 100% of the total allowable expense. If this City plan is the Primary
Plan, it will determine payment for benefits first, without considering any other plan’s benefits.

A COB plan may consider benefits paid or provided by another plan in calculating payment of benefits only when it is
secondary to that other plan.

Any plan that does not include a COB provision consistent with the state of Oregon’s COB rules will be the Primary
Plan.

Definitions

The definitions below will apply for purposes of implementing the Coordination of Benefits rules for the City’s health
plans.

COB Plan means this City of Eugene health plan, and any of the following that provides benefits or services for
medical or dental care or treatment:

= Group insurance contracts and group-type contracts;

= HMO (Health Maintenance Organization) coverage;

= Coverage under a labor-management trusteed plan, a union welfare plan, an employer organization plan or an
employee benefits plan;

= Medical care components of group long-term care contracts, such as skilled nursing care;

= Medicare or other government programs (other than Medicaid), and any other coverage required or provided by
law; or

= Other arrangements of insured or self-insured group or group-type coverage.

A COB Plan does not include any of the following:

Hospital indemnity coverage or other fixed indemnity coverage;

Accident-only coverage;

Specified disease or specified accident coverage;

School accident-type coverage;

Benefits provided under group long-term care insurance policies for non-medical services;
Medicare supplement policies;

Medicaid policies; or

Coverage under other federal governmental plans, unless permitted by law.

Claimant means the person for whom the claim is made (i.e., either the employee, former employee or a covered
dependent, as applicable).
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Claims Administrator means the organization selected by the City to maintain employee participation records and
provide claims processing services under the plan.

An Allowable Expense means a health care expense, including the deductible, coinsurance, and any co-payment,
which is covered at least in part by any COB Plan covering the Claimant. When a COB Plan provides benefits in the
form of a service rather than cash payments (such as services provided by an on-site health clinic), the reasonable
cash value of the service will also be considered an Allowable Expense and a benefit paid. An expense that is not
covered by any COB Plan covering the Claimant (for example, cosmetic surgery) is not an Allowable Expense. In
addition, any expense that a health care provider is prohibited from charging a Claimant, whether by law or in
accordance with a contractual agreement, is not an Allowable Expense.

The following are examples of expenses that are not Allowable Expenses:

= The difference between the cost of a semi-private hospital room and a private hospital room, unless one of the
COB Plans provides coverage for private hospital room expenses.

= Any amount in excess of the highest reimbursement amount for a specific benefit, if the Claimant is covered by
two or more COB Plans that compute their benefit payments on the basis of usual and customary fees, or
relative value schedule reimbursement methodology, or other similar reimbursement methodology.

= Any amount in excess of the highest of the negotiated fees with a preferred provider, if the Claimant is covered
by two or more COB Plans that provide benefits or services on the basis of negotiated fees.

= |f the Claimant is covered by one COB Plan that calculates its benefits or services on the basis of such a non-
negotiated fee reimbursement methodology, such as on the basis of usual and customary fees, and by another
COB Plan that provides its benefits or services on the basis of negotiated fees, the Primary Plan’s payment
arrangement will be the Allowable Expense for all COB Plans. However, if the health care provider has
contracted with the Secondary Plan to provide the benefit or service for a specific negotiated fee or payment
amount that is different than the Primary Plan’s payment arrangement, and if the health care provider's contract
permits, the negotiated fee or payment will be the Allowable Expense used by the Secondary Plan to determine
its benefits.

= The amount of any benefit reduction by the Primary Plan because a Claimant has failed to comply with the
provisions of a COB Plan, for example, provisions requiring second surgical opinions, prior authorization of
admissions or services, or use of a preferred provider.

A Closed Panel Plan is a plan, such as an HMO, that provides health care benefits to covered persons primarily in
the form of services through a panel of health care providers that have contracted with or are employed by the plan,
and that excludes coverage for services provided by other providers, except in cases of emergency or referral by a
preferred provider.

Custodial Parent is the parent awarded custody by a court decree or, in the absence of a court decree, is the parent
with whom the child resides more than one-half of the calendar year, excluding any temporary visitation.

General Rule for Determining Which COB Plan is Primary

Under the order of benefit determination rules, if a COB Plan covers someone as an employee, or former employee
and not as a dependent, then that COB Plan will be the Primary Plan, and will determine and pay benefits before the
COB Plan that covers the person as a dependent (the Secondary Plan).

However, if the person is covered under Medicare, then, as a result of federal law, Medicare is generally (i)
secondary to the health plan covering the person as a dependent, and (ii) primary to the health plan covering the
person as other than a dependent. However, special rules apply if a person is covered under Medicare, as well as
under two (or more) COB Plans. In that event, the order of benefits between the two COB Plans is reversed. As
such, the COB Plan covering the person as an employee, or former employee is the Secondary Plan, and the other
COB Plan covering the person as a dependent is the Primary Plan.

If the Primary Plan is a Closed Panel Plan and the Secondary Plan is not a Closed Panel Plan, the Secondary Plan

will provide benefits as if it were the Primary Plan and the covered person used a non-preferred provider, except for
emergency services or authorized referrals that are paid or provided by the Primary Plan.

Determination of Primary Plan for Eligible Child Covered under More Than One Plan

The rules for determining when a COB Plan is either primary or secondary when an eligible child is covered under
more than one plan and the general rule does not apply are set forth below.

Eligible Child/Parents Married, Registered under the Oregon Family Fairness Act, or Living Together. If the
Claimant is an eligible child whose parents are married, registered under the Oregon Family Fairness Act, or are
living together whether or not they have ever been married or registered under the Oregon Family Fairness Act, the
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COB Plan of the parent whose birthday falls earlier in the calendar year is the Primary Plan. If both parents' birthdays
are on the same day, the COB Plan that has covered the parent the longest is the Primary Plan. (This is called the
“Birthday Rule.”)

Eligible Child/Parents Separated or Divorced or Not Living Together. If the Claimant is an eligible child of
divorced or separated parents, or of parents not living together whether or not they have ever been married or
registered under the Oregon Family Fairness Act, then the following rules apply:

= If a court decree states that one of the parents is responsible for the health care expenses of the child, and the
COB Plan of that parent has actual knowledge of those terms, that plan is primary. If the parent with
responsibility has no health care coverage for the eligible child’s health care expenses, but that parent’'s spouse
does, that parent’'s spouse’s plan is the primary plan. This rule applies to plan years commencing after the COB
Plan is given notice of the court decree.
= If a court decree states that both parents are responsible for the health care expenses of the child, or that the
parents have joint custody without specifying that one parent has responsibility for the health care expenses of
the child, the “Birthday Rule™ described above applies.
= |If there is not a court decree allocating responsibility for the eligible child’s health care expenses, the order of
benefits is as follows:
e The COB Plan covering the custodial parent;
e The COB Plan covering the spouse or Partner of the custodial parent;
e The COB Plan covering the non-custodial parent; and then
e The COB Plan covering the spouse of the non-custodial parent.

Eligible Child Covered by Individual Other than Parent. For an eligible child of individuals who are not the parents
of the child, the first applicable provision (#1 or #2) above shall determine the order of benefits as if those individuals
were the parents of the child.

Active/Retired or Laid Off Employee. The COB Plan that covers a Claimant as an active employee (that is, an
employee who is neither laid off nor retired) or as an active employee’s dependent, is primary and determines and
pays benefits before those of a COB Plan that covers a Claimant as a laid off or retired employee, or as that
employee’s dependent. If the other COB Plan does not have this rule, and if, as a result, the COB Plans do not agree
on the order of the benefits, this rule is ignored.

COBRA or State Continuation Coverage. If a Claimant whose coverage is provided pursuant to COBRA or under a
right of continuation provided by state or other federal law is covered under another COB Plan, the COB Plan
covering that Claimant as an employee, or former employee, or covering the Claimant as a dependent of an
employee, or former employee, is the Primary Plan, and the COBRA or other continuation coverage is the Secondary
Plan. If the other COB Plan does not have this rule, and if, as a result, the plans do not agree on the order of the
benefits, this rule is ignored.

Longer/Shorter Length of Coverage. The COB Plan that covered an employee or former employee (non-
dependent) longer is the Primary Plan, and the COB Plan that covered the Claimant for the shorter period of time is
the Secondary Plan.

None of the Above. If the preceding rules do not determine the order of benefits, the Allowable Expenses will be
shared equally between the COB Plans. In that event, however, the City’s plan will not pay more than it would have
paid had it been the Primary Plan.

Coordination with a Non-Complying Plan

A “Non-Complying Plan” is a group health plan that does not comply with the standardized COB rules. All of the
City’'s health plans are “Complying Plans.” If the other plan is a Non-Complying Plan, the rules below will apply.

= If the City’s plan is the Secondary Plan and the Non-Complying Plan does not provide its primary payment
information to the Claims Administrator within a reasonable time after it is requested to do so, the Claims
Administrator will assume that the benefits of the Non-Complying Plan are identical to the City plan’s benefits,
and shall pay benefits accordingly. The City's plan will provide its benefits first, but the amount of the benefits
payable will be determined as if it were the Secondary Plan. If within two years of payment the Claims
Administrator receives information as to the actual benefits of the Non-Complying plan, the benefits payments
will be adjusted accordingly. In consideration of such an advance, the City's plan will be subrogated to all rights
of the covered person, against the Non-Complying Plan.

= |f the Non-Complying Plan reduces its benefits so that a covered person receives less in benefits than what
would have been received had the City plan provided its benefits as the Secondary Plan and the Non-Complying
Plan provided its benefits as the Primary Plan, then the City’s plan will advance additional benefits to that person
equal to the difference between the amount that was actually paid and the amount that would have been paid if
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the Non-Complying Plan had not improperly reduced its benefits. Additional payment will be limited so that the
City’s plan will not pay any more than it would have paid if it had been the Primary Plan.

Effect on the Benefits of This Plan

When the City’s plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all COB
Plans during a plan year are not more than the total Allowable Expenses. When the City’s plan is primary, the
Secondary Plan will calculate the benefits it would have paid in the absence of other health care coverage and apply
that calculated amount to any Allowable Expense under its plan that is unpaid by the City’s plan. The Secondary Plan
may then reduce its payment by the amount so that, when combined with the amount paid by the City’s plan, the total
benefits paid or provided by all plans for the claim do not exceed the total Allowable Expense for that claim. In
addition, the Secondary Plan will credit to its plan deductible any amounts it would have credited to its deductible in

the absence of other health care coverage.

Example of Coordination of Benefit Involving Co-Insurance

Note: Both of the following examples assume that both the Primary Plan and the Secondary Plan negotiate fees with

preferred providers.

Primary Plan Benefit Calculation

$10,000

Billed Amount

$7,000

Primary Plan’s Negotiated Amount with Preferred
Provider

$7,000

Allowable Expense

($1,000)

Less: Primary Plan’s Deductible

$6,000

Balance

$4,800

Benefit @ 80/20 Coinsurance ($6,000 x .80)

$4,800

Amount Paid by Primary Plan

$1,200

Balance of Unpaid Allowable Expense

Secondary Plan Benefit Calculation — Secondary plan calculates benefits as if no other insurance coverage exists
and pays up to the Allowable Expense defined by the Primary Plan.

$10,000

Billed Amount

$8,000

Secondary Plan’s Negotiated Amount with
Preferred Provider

$8,000

Secondary Plan’s Allowable Expenses upon which
benefit calculation is based

($2,000)

Less: Secondary Plan’s Deductible

$6,000

Balance

$4,800

Benefit @ 80/20 Coinsurance ($6,000 x .80)

$1,200

Amount Paid by Secondary Plan, which is balance
of unpaid Allowable Expenses as defined by the
Primary Plan

$0

Balance of Unpaid Allowable Expense
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Example of Coordination of Benefit Involving a Co-Payment

Primary Plan Benefit Calculation

$1,200 Billed Amount
$900 Primgry Plan’s Negotiated Amount with Preferred
Provider
$25 Office Visit Co-Pay
$900 Allowable Expense
N/A Coinsurance
$875 Amount Paid by Primary Plan
$25 Balance of Unpaid Allowable Expense

Secondary Plan Benefit Calculation — Secondary plan calculates benefits as if no other insurance coverage exists
and pays up to the Allowable Expense defined by the Primary Plan.
$1,200 Billed Amount

Secondary Plan’s Negotiated Amount with
Preferred Provider

$35 Office Visit Co-Pay — Secondary Plan

Secondary Plan’s Allowable Expenses upon
which benefit calculation is based

$1,000

$1,000

Secondary Plan’s Benefit if paid as the Primary

$965 Plan

Amount Paid by Secondary Plan, which is
$25 balance of unpaid Allowable Expenses as defined
by the Primary Plan

$0 Balance of Unpaid Allowable Expense

Right to Collect and Release Information

Certain facts about health care coverage and services are needed to apply these COB rules and to determine
benefits payable under the City’s plan and other plans. The Claims Administrator may get the facts it needs from, or
give them to, other organizations or persons for the purpose of applying these rules and determining benefits payable
under the City’s plan and other plans covering the Claimant. The Claims Administrator need not tell, or get the
consent of, any person to do this. Each person claiming benefits under the City’s plan must provide the Claims
Administrator any facts it needs to apply those rules and determine benefits payable.

Facility of Payment

If another plan makes payments the City’s plan should have made under the COB rules, the Claims Administrator will
reimburse the other plan directly. Any such reimbursement payments will count as benefits paid under the City's
plan, and the City’s plan will not have to pay that amount again. The term “payments” includes providing benefits in
the form of services, in which case “payments” means the reasonable cash value of the benefits provided in the form
of services.

Medicare Coordination of Benefits

In certain situations, the City’s plan provides primary coverage when both Medicare and the plan cover you or a

dependent. This means that the plan pays benefits first and Medicare pays benefits second. Those situations are:

= When you or your enrolled spouse is age 65 or over and by law Medicare is secondary to the plan;

= When you or your enrolled dependents incur covered services for kidney transplant or dialysis and by law
Medicare is secondary to the plan for the first 30 months of coverage; and

= When you or your enrolled dependents are entitled to benefits under Section 226(b) of the Social Security Act
(Medicare Disability) and by law Medicare is secondary to the plan.

To the extent permitted by law, this plan will not pay benefits for any part of covered expenses to the extent the

covered expense is actually paid or would have been paid under Medicare Part A or B, had the covered person
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properly enrolled in Medicare and applied for benefits. This means that for coordination of benefits purposes, this
plan will estimate what Medicare would have paid and reduce benefits based on the estimate. This plan will not pay
benefits toward any part of a covered expense to the extent the covered expense is covered by Medicare.

In addition, if this plan is secondary to Medicare, the plan will not pay for any part of expenses incurred from
providers who have opted out of Medicare participation.

Third-Party Liability

In some cases, a covered person may incur health care expenses in connection with an illness or injury for which
one or more third parties may be responsible.

For example, an individual covered by this plan, including a covered dependent, who is injured, may be able to
recover the costs of the benefits or health care from the individual responsible for the injury or from an insurer,
including liability insurance, uninsured motorist insurance or under-insured motorist insurance. As another example,
an individual covered by this plan may become sick or be injured as a result of, or in the course of, employment or
self-employment, in which case an employer or a workers’ compensation insurer may be responsible for any benefits
paid that are associated with any illness or injury that are or may be recoverable from a third party or other source. In
such a situation, benefits for such expenses are excluded under the plan to the extent that the covered person
directly or beneficially receives a recovery from or on behalf of the responsible third party.

The rules that will apply in these third-party responsibility situations include the following:

= If a claim for covered expenses is filed with the plan and the covered person has not yet received recovery from
the responsible party, the plan may continue to provide benefits for covered expenses if the covered person
agrees in writing to hold any recovery in trust for the plan up to the amount of benefits that the plan pays. The
claims administrator may require that the covered person sign an agreement guaranteeing the plan's right to
reimbursement before it provides any further benefits to or on behalf of such covered person.

= |f the plan has already paid benefits for that illness or injury, it will be entitled to reimbursement of the benefits it
has paid from the proceeds of any recovery the covered person receives from or on behalf of the third party.

* The proceeds of a recovery include, but are not limited to, any money or item of value obtained as a result of
claim or litigation for the recovery of special or general punitive damages or in the consideration of any releases
or agreement of any kind, written or oral.

= The plan is entitled to full reimbursement of the benefits it has paid from the proceeds of any recovery the
covered person received from or on behalf of the third party. This is so regardless of whether:

e The recovery is the result of a court judgment, arbitration award, compromise settlement or any other
arrangement;

e The third party or the third party's insurer admits liability; or

e The medical expenses are itemized or expressly excluded from the third-party recovery.

= If the covered person makes a demand upon a third party, enters into settlement negotiations or commences
litigation, the covered person must not prejudice, in any way, the recovery rights of the plan under these
provisions. If a suit is filed by the covered person, the plan may cause to be recorded a notice of payment of
benefits, and such notice will constitute a lien in favor of the plan on any judgment or settlement recovered. In the
event of any settlement, the covered person must obtain the employer’s consent prior to releasing any part from
liability for payment of any expense covered by the plan. The covered person will hold the rights of recovery in
trust for the benefit of the plan, up to the amount of benefits the plan has paid.

= To secure the right to reimbursement for any plan benefits paid or provided, the covered person, by claiming or
accepting payment or the provision of benefits under this plan hereby grants to the plan a first priority lien against
the proceeds of such recovery of damages, and assigns to the plan any benefits the covered person may have
under any insurance coverages. Such lien and assignment will apply only to the extent of to which plan benefits
have been paid or provided.

= The covered person must cooperate to protect the plan’s recovery rights under this Section, and in addition, but
not by way of limitation, must:

e Sign and deliver such documents as reasonably required to protect the plan’s rights;

e Provide any information relevant to the application of these provisions, including medical information
(including doctors’ reports, chart notes, diagnostic test results, etc.), settlement correspondence, copies of
pleadings or demands and settlement agreements, releases or judgments; and

e Take such actions as may reasonably be requested to assist the plan in enforcing these rights.

= The plan will pay its proportionate share of the expenses of obtaining a recovery, such as attorney fees and court
costs, out of any part of a recovery which is reimbursed to the plan. Otherwise, the plan has no obligation to pay
attorney fees or costs with respect to recovery litigation initiated or controlled by the covered person.
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= If the covered person incurs medical expenses for treatment of the iliness or injury after receiving a recovery, the
plan will exclude benefits for otherwise covered expenses until the total amount of medical expenses incurred
after the recovery exceeds the net recovery amount.
= In this regard, the "net recovery amount" is calculated as follows:
e The amount of the recovery; plus
e The amount the covered person recovered from any other source (such as other insurance) as a result of or
in connection with the iliness or injury; minus
e The difference between the total amount of third-party related medical expenses incurred prior to the
recovery and the benefits the plan paid before the recovery with respect to such expense; minus
e The amount the covered person reimbursed to the plan out of the recovery for benefits the plan paid before
the recovery; minus
e The total costs paid by the covered person in obtaining the recovery, such as reasonable attorney fees and
court costs, will equal:
¢ The "net recovery amount.”
* The “make-whole rule” does not apply to the third-party responsibility provisions of the plan.

Workers’ Compensation

This provision applies if a covered person has filed or is entitled to file a claim for workers’ compensation. Benefits for
treatment of an illness or injury arising out of or in the course of employment or self-employment for wages or profit
are excluded under this plan, unless the covered person is exempt from state or federal workers’ compensation law.

The following rules will apply in situations where a workers’ compensation claim has been filed:

= If the entity providing workers’ compensation coverage has denied a covered person’s claims and an appeal has
been filed, the plan may advance benefits for covered services if the covered person agrees in writing to hold any
recovery obtained from the entity providing workers’ compensation coverage in trust for the plan up to the
amount of benefits paid by the plan. The plan may require that a covered person sign an agreement
guaranteeing the plan’s right to reimbursement before any benefits are advanced.

= |f the plan has already paid benefits, it will be entitled to reimbursement of the benefits paid from the proceeds of
any recovery received by a covered person from or on behalf of the entity providing workers’ compensation
coverage.

= The plan is entitled to full reimbursement of the benefits paid from the proceeds of any recovery received by a
covered person from or on behalf of the entity providing workers’ compensation coverage. This is so regardless
of whether:
e The recovery is the result of an arbitration award, compromise settlement, or any other arrangement;
e The entity providing workers’ compensation coverage admits liability; or
e The health care expenses are itemized or expressly excluded in the recovery.

= The plan will allow a deduction of a proportionate share of the reasonable expenses of obtaining a recovery such
as attorney fees and court costs from the amount to be reimbursed the plan.

= |f a covered person incurs health care expenses for treatment of the illness or injury after receiving a recovery,
the plan will exclude benefits for otherwise covered services until the total amount of health care expenses
incurred after the recovery exceeds the net recovery amount (as defined in the preceding “Third Party
Responsibility” provision).

= The “make-whole rule” does not apply to the workers’ compensation provisions of the plan.

Motor Vehicle Accidents

State law generally requires that every private passenger motor vehicle carry motor vehicle liability insurance,
primary medical payments insurance, and uninsured motorist insurance. Many motor vehicle policies also provide
under-insurance coverage. The plan will not pay benefits for any medical costs to the extent that the covered person
is able to, or is entitled to, recover from motor vehicle insurance. The plan will pay benefits toward expenses over the
amount covered by motor vehicle insurance.

The rules that apply with regard to motor vehicle insurance coverage include the following:

= If a claim for medical expenses arising out of a motor vehicle accident is filed with the plan and motor vehicle
insurance has not yet paid such expenses, the plan may continue to provide benefits as long as the covered
person agrees in writing to, and thereafter so does:
e Provide the claims administrator with information about any motor vehicle insurance coverage which may be
available to the covered person; and
e Hold the proceeds of any recovery from motor vehicle insurance in trust for the plan, and to reimburse the
plan as provided in the following paragraphs.
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= The claims administrator may require that the covered person sign an agreement guaranteeing the plan's right to
reimbursement before the plan provides any further benefits to or on behalf of such covered person.

= If the plan has paid benefits before the motor vehicle insurance has paid for any expenses incurred by the
covered person, the plan is entitled to reimbursement of the benefits it paid out of any subsequent motor vehicle
insurance recovery or payment made to or on behalf of the covered person. This is true whether such recovery
or payment is from primary medical payments coverage, uninsured motorist coverage or under insured motorist
coverage.

= A covered person who was involved in a motor vehicle accident may have rights both under motor vehicle
insurance coverage and against a third party who may be responsible for the accident. In that case, both this
provision and the preceding "Third-Party Responsibility” provision will apply.

= The “make-whole rule” does not apply to the motor vehicle accidents provisions of the plan.

Subrogation Rights

In addition to the right of the plan to be reimbursed by a covered person for amounts received pursuant to the plan’s
third-party responsibility and motor vehicle accidents provisions, the plan and the City also each have subrogation
rights as with respect to any third-party responsibility or motor vehicle insurance coverage. Accordingly, the plan and
the City have, and may assert, the rights of a covered person as against a third-party or motor vehicle insurance
carrier, including the right to bring suit under the covered person’s name, so as to enable the plan to recover
amounts paid or payable to the covered person.

Neither the employer nor the claims administrator has any obligation to seek damages or recovery from the third
party, including no obligation to seek an amount which is greater than the benefits which the plan has paid or may
expect to pay in the future. However, if a greater amount of damages is demanded and recovered, then after the plan
has been fully reimbursed for past and future benefits, court costs and attorney’s fees, the remainder of any recovery
will be paid to the covered person or as the court otherwise directs.

The City of Eugene has the discretionary authority to waive its right to recovery from other sources described in this
section if the waiver would serve the public interest.

The contractual rules for third-party liability are complicated and specific. If you have a question or concern about a
third-party claim, please call the Claims Administrator. Contact information is in the front of this handbook.
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GRIEVANCES AND APPEALS

At times you may have questions or concerns about your benefits, eligibility, the quality of care you receive, or how
PacificSource and Delta Dental, the Claims Administrators for the City’s health plans, reached a claim determination
or handled a claim.

If you have a question, concern, or complaint about your coverage, please contact the Claims Administrator’'s
Customer Service Department. Many times the Customer Service staff can answer your question or resolve an issue
to your satisfaction right away. If you feel your issues have not been addressed, you have the right to submit a
grievance and/or appeal in accordance with this section.

Appeal Procedures

First Internal Appeal: If you believe the Claims Administrator has improperly reduced or terminated a healthcare
item or service, or failed or refused to provide or make a payment in whole or in part for a healthcare item or service,
you or your authorized representative may appeal (request a review) the Claims Administrator's decision. The
request for appeal must be made in writing and within 180 days of the adverse benefit determination (see Where to
Submit a Grievance or Appeal below). You may also appeal if there is an adverse benefit determination based on a:

= Denial of a pre-authorization request;

= Denial of eligibility for, rescission or termination of enroliment in a health plan;

= Imposition of a source-of-injury exclusion*, network exclusion, annual benefit limit or other limitation on
otherwise covered services or items;

= Determination that a healthcare item or service is experimental, investigational or not medically necessary,
effective or appropriate; or

= Areduction or termination of an approved course of treatment before the end of its scheduled duration.

* Source-of-injury exclusions cannot exclude injuries resulting from a medical condition or domestic violence.

The Claims Administrator staff involved in the initial adverse benefit determination will not be involved in the internal
appeal.

You or your authorized representative may submit additional comments, documents, records and other materials
relating to the adverse benefit determination that is the subject of the appeal. If an authorized representative is filing
on your behalf, the Claims Administrator will not consider your appeal to be filed until such time as it has received the
‘Authorization to Use or Disclose PHI' and the ‘Designation of Authorized Representative’ forms.

If you appeal an initial adverse benefit determination of a reduction or termination of an approved course of treatment
before the end of its scheduled duration, you will receive continued coverage of the course of treatment under the
health benefit plan for otherwise covered services pending the conclusion of the internal appeals process. If the
Claims Administrator makes payment for any service or item on your behalf that is later determined not to be a
covered service or item, you will be expected to reimburse the Claims Administrator for the non-covered service or
item.

Second Internal Appeal: If you are not satisfied with the first internal appeal decision, you may request an additional
review. Your appeal and any additional information not presented with your first internal appeal must be forwarded to
the Claims Administrator within 60 days of the first appeal response/adverse benefit determination.

Request for Expedited Response: If there is a clinical urgency to do so, you or your authorized representative may
request in writing or orally, an expedited response to an internal or external review of an adverse benefit
determination. To qualify for an expedited response, your attending physician must attest to the fact that the time
period for making a non-urgent benefit determination could seriously jeopardize your life or health or your ability to
regain maximum function or would subject you to severe pain that cannot be adequately managed without the
healthcare service or treatment that is the subject of the request. If your appeal qualifies for an expedited review and
would also qualify for external review (see External Independent Review below) you may request that the internal
and external reviews be performed at the same time.

External Independent Review: If your dispute relates to an adverse benefit determination that a course or plan of
treatment is not medically necessary; is experimental or investigational; is not an active course of treatment for
purposes of continuity of care; or is not delivered in an appropriate healthcare setting and with the appropriate level
of care, you or your authorized representative may request an external review by an independent review
organization. (See Where to Submit a Grievance or Appeal below.)
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Your request for an independent review may be made after either the initial adverse determination decision or the
second internal appeal determination. The request must be submitted in writing within 180 days after the receipt of
the adverse determination decision. External independent review is available at no cost to you, but is generally only
available when coverage has been denied for the reasons stated above.

The Claims Administrator may, at its discretion and with your consent, waive the requirements of compliance with the
internal appeals process and have a dispute referred directly to external review. You shall be deemed to have

exhausted internal appeals if the Claims Administrator fails to strictly comply with its appeals process and with state
and federal requirements for internal appeals.

The claims administrator agrees to be bound by the decision of the external independent review organization.

Timelines for Responding to Appeals

You will be afforded two levels of internal appeal and, if applicable to your case, an external review. The Claims
Administrator will acknowledge receipt of an appeal no later than seven days after receipt. A decision in response to
the appeal will be made within 30 days after receiving your request to appeal.

The above time frames do not apply if the period is too long to accommodate the clinical urgency of a situation, or if
you do not reasonably cooperate, or if circumstances beyond your or our control prevent either party from complying
with the time frame. In the case of a delay, the party unable to comply must give notice of delay, including the
specific circumstances, to the other party.

Information Available with Regard to an Adverse Benefit Determination

The final adverse benefit determination will include:

= The specific reason or reasons for the adverse determination;

= Areference to the plan provisions on which the benefit determination is based;

= If applicable, a reference to the specific internal rule or guideline the Claims Administrator used in the
adverse benefit determination; and

= An explanation of the scientific or clinical judgment for the adverse benefit determination, if the adverse
benefit determination is based on medical necessity, experimental treatment, or a similar exclusion.

= Upon request, the Claims Administrator will provide you with any additional documents, records or
information that is relevant to the adverse benefit determination.

Grievance Process

The City’s Claims Administrators have established procedures for you to voice any dissatisfaction with the service
provided under the plan, or any other problem not directly covered by the plan’s claim appeals process described
above. However, before submitting a grievance you may want to contact the Claims Administrator’s Customer
Service Department with your concerns. Issues can often be resolved at this level. If your issue is not resolved, the
procedures below outline the grievance process.

Grievance means a written complaint other than one that involves a request for an appeal as described above
submitted by or on your behalf regarding either of the following:

= The availability, delivery or quality of health care services, including a complaint regarding an adverse
determination made pursuant to a utilization review; or
= Claim payment, handling or reimbursement for health care services.

If you have a complaint regarding the quality of medical care, the timeliness of care, the access to care or the
appropriateness of care, you may register the complaint with the Claims Administrator and ask for a review. The
complaint will be documented and a review of the matter will be conducted. If you are unable to complete a written
complaint, you should contact the Claims Administrator's Customer Service Department and ask for assistance.

A written acknowledgment of the receipt of the complaint will be provided within seven days of its receipt. The
decision regarding the complaint will generally be made within 30 days of its receipt. However, Claims Administrator
may have an additional 15 days to resolve the issue if, before the end of the 30-day period, it gives notice of the
delay, explaining the specific reason for the delay, to you (or to your representative).
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Where to Submit a Grievance or Appeal

Before submitting a grievance or appeal, you may want to contact the Claims Administrator's Customer Service
Department with your concerns as they may be able to resolve your issue immediately. Otherwise, you can file a
written appeal, complaint or grievance to the appropriate Claims Administrator below:

PacificSource Health Plans (for medical, vision or pharmacy issues)

Call Customer Service at 541-684-5582 or 888-246-1370 to informally resolve the issue, or
Email: cs@pacificsource.com, with “Grievance” as the subject
Fax: 541-225-3628
Write: PacificSource Health Plans, Attn: Grievance Review
PO Box 7068

Springfield, OR 97475-0068

Delta Dental (for dental issues)

Call Customer Service at 888-217-2365 to informally resolve the issue, or
Fax: 503-243-5105, Attn: Appeal Unit
Write: Delta Dental, Attn: Appeal Unit

601 S.W. Second Avenue
Portland, OR 97204

Additional Rights

You have the right to file a complaint or seek other assistance from the Oregon Insurance Division. Assistance is
available:

Through the Internet at: www.cbs.state.or.us/external/ins/
By calling: 503-947-7984
By writing:  Oregon Insurance Division

Consumer Protection Unit

350 Winter Street, NE, Room 440-2

Salem, Oregon 97310

This Plan Is Not Responsible for the Quality of Medical Care

In all cases, covered persons have the exclusive right to choose their hospital or provider of care. This plan is not
responsible for the quality of medical, dental or vision care a person receives, since all those who provide care do so
as independent contractors. This plan cannot be held liable for any claim or damages connected with injuries
suffered by a covered person while receiving medical, dental or vision services or supplies.
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SOURCES FOR INFORMATION AND ASSISTANCE

Assistance in Other Languages

City of Eugene members who do not speak English as their primary language may contact the Claims Administrator’s
Customer Service Department for assistance. A PacificSource or Delta Dental representatives will coordinate the
services of an interpreter over the phone.

Para asistencia en Espafiol, por favor Il & me al nimero:

PacificSource: 541-686-1242 ext. 1009 o gratuito 800-624-6052 ext. 1009
Delta Dental: gratuito 888-786-7461

Information and Assistance from the Oregon Insurance Division

If you believe the City’s Claims Administrator has not responded to your grievance appropriately, you have the right
to file a complaint or seek other assistance from the Oregon Insurance Division.

In addition, the following consumer information is available from the Oregon Insurance Division:
» The results of all publicly available accreditation surveys.
= A summary of health promotion and disease prevention activities.
= An annual summary of grievances and appeals.
= An annual summary of utilization review policies.
= An annual summary of quality assessment activities.
= An annual summary of scope of network and accessibility of services.

To obtain any of this information or to file a complaint with the Oregon Insurance Division, write to:
Oregon Insurance Division
Consumer Protection Unit
350 Winter Street NE, Room 440-2
Salem, Oregon 97310

You can also call 503-947-7984, visit their web site at www.cbs.state.or.us/external/ins or send an e-mail to:
dcbs.insmail@state.or.us.

Information Available from PacificSource and Delta Dental

PacificSource and Delta Dental make the following written information available to you free of charge. You may
contact their Customer Service Department by phone, mail, or e-mail to request any of the following:

= Adirectory of participating healthcare providers under your plan

= Information about your drug formulary, if your plan benefits include coverage for prescription drugs

= A copy of the Claims Administrator’s annual report on complaints and appeals.

= Adescription of the Claims Administrator’s efforts to monitor and improve the quality of health services.

= Information about procedures for credentialing network physicians and providers and how to obtain the
names, qualifications, and titles of the physicians or providers responsible for an enrollee’s care.

= Information about the Claims Administrator’s prior authorization and utilization review procedures.

Feedback and Suggestions

Your feedback is very important to us. If you have suggestions for improvements about your plan or provided
services, we would like to hear from you! Please feel free to contact the City of Eugene, PacificSource or Delta
Dental directly with your comments. Contact information is in the front of this handbook.
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IMPORTANT NOTICES

Notice of Grandfathered Health Plan Status

This City of Eugene believes the City Health Plan is considered a “grandfathered health plan” under the Patient
Protection and Affordable Care Act (the Affordable Care Act). As permitted by the Affordable Care Act, a
grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was
enacted. Being a grandfathered health plan means that your plan may not include certain consumer protections of
the Affordable Care Act that apply to other plans, for example, the requirement for the provision of preventive health
services without any cost sharing. However, grandfathered health plans must comply with certain other consumer
protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered health plan and
what might cause a plan to change from grandfathered health plan status can be directed to the Risk Services
Benefits Program at 541-682-8868. You may also contact the U.S. Department of Health and Human Services at
www.healthcare.gov.

The Federal Newborns’ and Mothers’ Health Protection Act of 1996

The Federal Newborns’ and Mothers’ Health Protection Act of 1996 (NMHPA) relates to the amount of time a mother and
newborn child can spend in the hospital in connection with the birth of a child. Under NMHPA, if a group health plan
provides health coverage for hospital stays in connection with the birth of a child, this coverage must be provided for a
minimum period of time. For example, NMHPA provides that coverage for a hospital stay following a normal vaginal
delivery may generally not be limited to less than 48 hours for both the mother and newborn child. Health coverage for a
hospital stay in connection with childbirth following a cesarean section may generally not be limited to less than 96 hours
for both the mother and newborn child. This plan is in compliance with NMHPA.

Federal Women’s Health and Cancer Rights Act of 1998

This plan, as required by the Federal Women's Health and Cancer Rights Act of 1998 (Women'’s Health Act) provides
benefits for mastectomy-related services including reconstruction and surgery to achieve symmetry between the breasts,
prostheses, and complications resulting from a mastectomy (including lymphedema). Contact PacificSource for more
information.

Women’s Health Act Frequently Asked Questions

1. | have been diagnosed with breast cancer and plan to have a mastectomy. How will the Women’s Health
Act affect my benefits? Under the Women'’s Health Act, group health plans offering mastectomy coverage must
also provide coverage for reconstructive surgery in a manner determined in consultation with the attending
physician and patient. Coverage includes reconstruction of the breast on which the mastectomy was performed,
surgery and reconstruction of the other breast to produce a symmetrical appearance, and prostheses and
treatment of physical complications at all stages of the mastectomy, including lymphedemas.

2. Under the Women’s Health Act, may group health plans impose deductibles or coinsurance
requirements for reconstructive surgery in connection with a mastectomy? Yes, but only if the deductibles
and coinsurance are consistent with those established for other benefits under the plan or coverage.

Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and you're eligible for health coverage from your employer,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid
or CHIP programs. If you or your children aren't eligible for Medicaid or CHIP, you won't be eligible for these
premium assistance programs but you may be able to buy individual insurance coverage through the Health
Insurance Marketplace. For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your
State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-
KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that
might help you pay the premiums for an employer-sponsored plan.
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If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your
employer plan, your employer must allow you to enroll in your employer plan if you aren't already enrolled. This is
called a “special enroliment” opportunity, and you must request coverage within 60 days of being determined
eligible for premium assistance. If you have questions about enrolling in your employer plan, contact the

Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following States, you may be eligible for assistance paying your employer health plan premiums.
The following list of States is current as of July 31, 2018. You should contact your State for further information on

eligibility —

ALABAMA

Medicaid: 855-692-5447
ALASKA

Medicaid: 866-251-4861
ARKANSAS

Medicaid: 855-692-7447
COLORADO

Medicaid: 800-221-3943
FLORIDA

Medicaid: 877-357-3268
GEORGIA

Medicaid: 404-656-4507
INDIANA

Healthy Indiana Plan for low-

income adults 19-64:
877-438-4479

All other Medicaid:
800-403-08649

I0WA

Medicaid: 888-346-9562
KANSAS

Medicaid: 785-296-3512
KENTUCKY

Medicaid: 800-635-2570
LOUISIANA

MAINE

Medicaid: 800-442-6003
MASSACHUSETTS
Medicaid/CHIP: 800-462-1120
MINNESOTA

Medicaid: 800-657-3739
MISSOURI

Medicaid: 573-751-2005
MONTANA

Medicaid: 800-694-3084
NEBRASKA

Medicaid: 855-632-7633
NEVADA

Medicaid: 800-992-0900
NEW HAMPSHIRE

Medicaid: 603-271-5218
NEW JERSEY

Medicaid: 609-631-2392
CHIP: 800-701-0710

NEW YORK

Medicaid: 800-541-2831
NORTH CAROLINA
Medicaid: 919-855-4100
NORTH DAKOTA

Medicaid: 844-854-4825

OREGON

Medicaid: 800-699-9075
PENNSYLVANIA

Medicaid: 800-692-7462
RHODE ISLAND
Medicaid:401-462-5300
SOUTH CAROLINA
Medicaid: 888-549-0820
SOUTH DAKOTA

Medicaid: 888-828-0059
TEXAS

Medicaid: 800-440-0493
UTAH

Medicaid/CHIP: 877-543-7669
VERMONT

Medicaid: 800-250-8427
VIRGINIA

Medicaid: 800-432-5924
CHIP: 855-242-8282
WASHINGTON

Medicaid: 800-562-3022 Ext.
15473

WEST VIRGINIA
Medicaid: 877-598-5820
WISCONSIN

Medicaid:

888-695-2447

OKLAHOMA

Medicaid:

888-365-3742

Medicaid/CHIP:
WYOMING

Medicaid: 307-

800-362-3002

777-7531

To see if any more States have added a premium assistance program since July 31, 2018, or for more information on special

enrollment rights, you can contact either:

U.S. Department of Labor

Employee Benefits Security Administration
www.dol.gov/ebsa 1-866-444-EBSA (3272)
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Patient Protection Act

The Patient Protection Act, also known as Senate Bill 21, was passed by the 1997 Oregon State Legislature to
assure that patients, physicians and providers are informed about the benefits and policies of their health insurance
plans. This question and answer section is provided to outline many of the terms and conditions of the plan, as
administered by our Claims Administers, PacificSource and Delta Dental.

1. What are a member’s rights and responsibilities?

Members have the right to:

= Be treated with respect and dignity at all times.

= Have access to urgent and emergency services, 24 hours a day, 7 days a week.

= Know what their rights and responsibilities are. Members will be given information about their health plan and
how to use it. Members will be given information about the physicians and providers who will care for them. This
information will be provided in a way that members can understand.

= Be informed about their health.

= Refuse care. Members have the right to be advised of the medical result of their refusal.

= Receive services as described in the Summary Plan Document.

= Have their medical and personal information remain private. Information will not be given out unless allowed by
the member or required by law.

= Make a complaint or appeal about any aspect of their care or service. Members have a right to a quick response
to their complaint or appeal. Members are welcome to make suggestions to the plan.

= Have a statement of wishes for treatment on file. A statement of wishes for treatment is known as an Advanced
Directive.

= Have a power of attorney filed. A power of attorney allows the member to give someone else the right to make
health care choices when the member is unable to make these decisions.

Members have the responsibility to:

= Read the Summary Plan Document to make sure they understand the plan. Members are advised to call the
Claims Administrators with any questions.

= Treat all physicians and providers and their staff with courtesy and respect.

= Give all the facts needed for their physician or provider and the plan to provide good health care.

= Help make decisions about their medical care and form a treatment plan.

= Follow instructions for care they have agreed to with their physician or provider.

= Take their medical identification card with them when medical care is needed. Let physicians and providers know
they are covered by the Claims Administrator.

= Tell physicians and providers if there is any other insurance.

= Reimburse the Claims Administrator from any third party payments. An example of this may be an auto accident
claim.

= Keep appointments and be on time. If this is not possible, members must call ahead of time to let the physician
or provider know they will be late or cannot keep their appointment.

= Seek preventive services. This should be done on a regular basis.

If you have any questions about these rights and responsibilities, please call the appropriate Claims Administrator.
Contact information is in the front of this handbook.

2. What do I do if I have a medical emergency?

If you believe that you have a medical emergency, you should call 9-1-1 or seek care from the nearest appropriate
physician or provider, such as a physician’s office or clinic, urgent care facility, or emergency room.

3. How will I know if benefits are changed or terminated?

It is the responsibility of your employer to notify you of benefit changes or termination of coverage. If your group
contract terminates and your employer does not replace the coverage with another group contract, your employer is
required by law to inform you in writing of the termination.

4. If | am not satisfied with my health plan, how do | voice a grievance or file an appeal?
You can voice a grievance or file an appeal by contacting the Claims Administrator or the Oregon Insurance Division.
See the section titled Complaints, Grievance and Appeals for complete information.
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5. What are your prior authorization and utilization review criteria?

Prior authorization, also known as pre-authorization, is the process we use to determine the medical necessity of a
service before it is rendered. Contact the Claims Administrator’'s Customer Service Department for a list of services
that should be pre-authorized. Many types of treatment may be available for certain conditions; the pre-authorization
process helps your physician work together with you, other providers, and the Claims Administrators to determine the
treatment that best meets your medical needs and to avoid duplication of services.

An approved pre-authorization is your assurance that your medical services won't be denied because they don't
meet the contract definition of “medical necessity.”

Utilization review is a process in which the Claims Administrator examines services a member receives to ensure
that they are medically necessary/appropriate with regard to widely accepted standards of good medical practice. For
further explanation, look at the definition of “medically necessary” in your benefits handbook.

Except in the case of fraud or misrepresentation, prior authorization for benefit coverage and medical necessity shall
be binding if obtained no more than 90 days prior to the date the service is provided, and prior authorization for
enrollee eligibility shall be binding if obtained no more than 5 business days prior to the date the services is provided.

If you would like a written summary of information that the Claims Administrator may consider in their utilization
review of a particular condition or disease simply contact the Claims Administrator.

6. How are important documents, such as my medical records, kept confidential?

The Claims Administrator has a written policy to protect the confidentiality of health information. Only employees who
need to know in order to do their jobs may access enrollee personal information. Disclosure outside the company is
permitted only when necessary to perform functions related to providing your coverage and/or when otherwise
allowed by law. Note that with certain limited exceptions, Oregon law requires insurers to obtain a written
authorization from the enrollee or his or her representative before disclosing personal information. One exception to
the need for a written authorization is disclosure to a designee acting on behalf of the insurer for the purpose of
utilization management, quality assurance, or peer review.

7. How can | participate in the development of the Claims Administrator’s corporate policies and practices?

Your feedback is very important. If you have suggestions for improvements about your plan or services, we would
like to hear from you. Please feel free to contact PacificSource, Delta Dental or the Risk Services Benefits Program.
Contact information is in the front of this handbook.

8. My co-worker has a question about the plan he has through the City of Eugene, but doesn’t speak
English very well. Can you help?

Yes. Simply have your co-worker call the Claims Administrator. A PacificSource or Delta Dental representative will

coordinate the services of an interpreter over the phone.

9. I'd like to get additional information from PacificSource and Delta Dental

Information from our Claims Administrators is available by calling their customer service representative. Please see

the section Sources for Information and Assistance in this handbook for more details.

10. What information can | get about the Claims Administrator from the Oregon Insurance Division?

Information about our Claims Administrators is available by contacting the Oregon Insurance Division. Please see the
section Sources For Information and Assistance in this handbook for more details.
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HIPAA Privacy Notice

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

The City of Eugene sponsors the following self-insured plans and programs that provide group health benefits:

City Health Plan;

City Managed Care (Point of Service) Plan;

City Hybrid Plan;

Dental and Vision Insurance Plans;

Health Care Component of the Flexible Spending Account Program;

Employee Assistance Program; and

The Health Risk Assessment (“HRA”") Component of the Health & Wellness Program.

The Health Insurance Portability and Accountability Act of 1996, as amended (“HIPAA”) requires group health plans
to implement practices designed to protect the confidentiality of health information of covered individuals. It is the
policy of the City to comply fully with the health information privacy standards of HIPAA.

This Notice describes the health information privacy practices of the above plans and programs (the “Plans”). The Plans
will create, receive and maintain records that contain health information about you as necessary to administer the
Plans and provide you with health care benefits. This Notice describes the Plans’ health information privacy policy
and practices. The Notice informs you of the ways the Plan may use and disclose health information about you, and
describes your rights and the obligations of the Plans regarding the use and disclosure of your health information.
However, the Notice does not address the health information policies or practices of your health care providers.

PRIVACY OFFICIAL

If you have any questions regarding the matters covered by this Notice, please contact the Plans’ designated Privacy
Official:

Randi Bowers-Payne, Privacy Official
Risk Services Division

940 Willamette St, Suite 200
Eugene, Oregon 97401
541-682-5790

Our Pledge Regarding Protected Health Information

We are committed to protecting the health information that you share with us. The privacy practices of the Plans are
designed to safeguard confidential health information (including genetic information) that identifies you, and which
relates to a physical or mental health condition or the payment of your health care expenses. We use procedural,
technical and physical safeguards to ensure your Protected Health Information is treated in accordance with our privacy
policy. We also restrict access to this information within our organization to those employees who need the information in
order to administer the Plans. This identifiable health information will not be used or disclosed without a written
authorization from you, except as described in this Notice or as otherwise permitted by applicable health information
privacy laws.

This Notice will tell you about the ways in which the Plans may use and disclose Protected Health Information about you.
It also describes our obligations and your rights regarding the use and disclosure of this information.

Privacy Obligations of the Plan

The Plans are required by law to:

= Make sure that health information that identifies you is kept private;

= Give you this Notice of the Plans’ legal duties and privacy practices with respect to health information about you;
and

= Follow the terms of the Notice that is currently in effect.

City of Eugene Employee Benefits Handbook 85 City Health Plan
March 1, 2019



How the Plans May Use and Disclose Health Information
The different ways that the Plans may use and disclose your health information are described below.

To Make or Obtain Payment. The Plans may use or disclose your health information to make payment to or to obtain
payment from third parties, such as other health plans or providers, for the care you receive. For example, we may
provide health information to another health plan to coordinate the payment of benefits.

To Conduct Health Plan Operations. The Plans may use and disclose Protected Health Information about you to
facilitate the administration and operation of the Plans, and to provide coverage and services to all individuals covered
under the Plans. For example, the Plans may use Protected Health Information in connection with eligibility and
enroliment activities, medical review, case management, actuarial, underwriting and legal services, audit services, fraud
and abuse detection programs, planning and development programs such as cost management, or to engage in general
administrative activities, such as customer service or the responding to questions or concerns.

For Treatment and Treatment Alternatives. The Plans may disclose your health information to a health care
provider who renders treatment on your behalf. The Plans may use and disclose your health information to inform
you of possible treatment options or alternatives that may be of interest to you.

For Health-Related Benefits and Services. The Plans may use or disclose your health information to provide you with
information regarding health-related benefits and services that may be of interest to you.

Disclosure to Plan Sponsor. Health Information may be disclosed to designated City personnel solely for purposes of
carrying out Plan-related administrative functions. These individuals will protect the privacy of your health information
and ensure that it is used only as described in this Notice or as permitted by law.

To an Individual Involved in Your Care or Payment of Your Care. The Plans may disclose health information to a
close friend or family member involved in, or who helps pay for, your health care.

To a Business Associate. The Plans may disclose health information to other persons or organizations, known as
business associates, who provide services on the Plan’s behalf. For example, a Plan may hire an administrative firm
to process claims made under the Plan. To protect your health information, the Plan requires its business associates
to appropriately safeguard the health information disclosed to them.

As Required by Law. The Plans will disclose Protected Health Information about you when required to do so by federal,
state, or local law.

Special Use and Disclosure Situations
The Plans may also use or disclosure your health information in the situations described below.

Military and Veterans. If you are a member of the armed forces, we may release Protected Health Information about
you as required by military command authorities. We may also release Protected Health Information about foreign
military personnel to the appropriate foreign military authority.

Workers’ Compensation. The Plans may release Protected Health Information about you as necessary to comply with
applicable workers’ compensation or similar laws.

To Avert Serious Threat to Health or Safety. The Plans may use and disclose Protected Health Information about you
when necessary to prevent a serious threat to your health and safety or the health and safety of the public or another
person.

Public Health Activities. The Plans may disclose Protected Health Information about you for public health activities,
such as providing information to an authorized public health authority for the purpose of preventing or controlling a
disease, injury or disability.

Health Oversight Activities. The Plans may disclose your health information to a health oversight agency for audits,
investigations, inspections and licensure necessary for the government to monitor the health care system and
government programs, or to ascertain compliance with applicable civil rights laws.
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Judicial and Administrative Proceedings. The Plans may disclose your health information in response to a court or
administrative order, a subpoena, warrant, discovery request or other lawful process.

Law Enforcement. The Plans may release Protected Health Information if asked to do so by a law enforcement
official.

Coroners and Medical Examiners. The Plans may release Protected Health Information about you to a coroner or
medical examiner. This may be necessary, for example, to identify a deceased person or determine the cause of a
person’s death.

Organ and Tissue Donation. If you are an organ donor, the Plans may release Protected Health Information to
organizations that handle organ procurement or organ, eye, or tissue transplantation or to an organ donation bank, as
necessary to facilitate organ or tissue donation and transplantation.

Specialized Government Functions. In certain circumstances, federal regulations require the Plans to use or
disclose your health information to facilitate government functions related to the military and veterans, national
security and intelligence activities, protective services for the President and others, and correctional institutions and
inmates.

Other Uses and Disclosures of Health Information

Other uses and disclosures of health information not covered by this Notice or by the laws that apply to the Plans will
be made only with your written authorization. Although not applicable under the Plans, the law expressly restricts the
use and disclosure of (i) psychotherapy notes, (ii) the use or disclosure of health information for marketing purposes,
or (iii) disclosures that constitute a sale of health information, unless authorized by you. If you authorize a Plan to use
or disclose your health information, you may revoke the authorization, in writing, at any time. If you revoke your
authorization, the Plan will no longer disclose or use your health information for the reasons covered by your written
authorization. However, the Plan will not retract any uses or disclosures previously made as a result of your prior
authorization.

Your Rights Regarding Protected Health Information About You
Your rights regarding your health information are described below.

Protection of Genetic Information. Genetic information about you or your family members may not be used or
disclosed by the Plans for activities relating to the creation, renewal, or replacement of a contract of health insurance or
health benefits, or for any other underwriting purpose.

Notification of Breach of Unsecured Health Information. You will be promptly notified if the Plans or a business
associate discovers a breach of unsecured health information that affects you.

Right to Inspect and Copy. You have the right to inspect and copy your health information maintained by the Plans.
To inspect and copy health information maintained by the Plans, you must submit your request in writing to the
Privacy Officer. A Plan may charge a fee for the costs of copying and mailing your request. In limited circumstances,
a Plan may deny your request to inspect and copy your health information. Generally, if you are denied access to
health information, you may request a review of the denial.

Right to Amend. If you feel that your health information maintained by a Plan is incorrect or incomplete, you may ask
the Plan to amend it. You have the right to request an amendment for as long as the information is maintained by the
Plan.

To request an amendment, you must send a detailed request in writing to the Privacy Official. You must provide the
reasons supporting your request.

The Plan may deny your request for an amendment if it is not in writing or does not include a reason to support the
request. In addition, we may deny your request if you ask us to amend information that:
1. Is not part of the Protected Health Information kept by or for the Plan;
2. Was not created by us, unless the person or entity that created the information is no longer available to make the
amendment;
3. Is not information that you are permitted by law to inspect and/or copy; or
4. Is accurate and complete.
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Right to an Accounting of Disclosures. You have the right to request an accounting of disclosures of your Protected
Health Information other than disclosures made:

1. For health care treatment, payment or operation purposes;

2. Toyou, or to a person involved in your care;

3. To alaw enforcement custodial official, or for national security purposes; or

4. In a manner that removed information that identified you.

To request this accounting of disclosures, you must submit your request in writing to the Privacy Official.

Your request must specify the time period for which you are requesting the information (for example, disclosures
made during the six months preceding the date of the request). The Plans are not required to provide an accounting
for disclosures made more than six years prior to the request.

Right to Request Restrictions. You have the right to request a restriction or limitation on Protected Health
Information the Plans use or disclose about you for treatment, payment or health care operations, or that the Plans
disclose to someone who may be involved in your care or payment for your care, for example, a family member or
friend. While a Plan will consider your request, it is not required to agree to it. A Plan will not agree to a restriction on
the use or disclosure of Protected Health Information that is legally required, or that is necessary to administer the
Plan. A Plan may also disclose health information about you if you need emergency treatment, even if the Plan has
agreed to a restriction. To request a restriction, you must make your request in writing. A Plan may terminate the
restriction upon your written request or with your agreement. A Plan may also terminate the restriction without your
consent, but only as it affects Protected Health Information created or received after we advise you of the
termination.

Right to Receive Confidential Communications. You have the right to request that a Plan communicate with you
about Protected Health Information in a certain way or at a certain location if you believe that the disclosure of your health
information can endanger you. For example, you can ask that a Plan only contact you at a certain telephone number or
by email.

To request confidential communications, you must make your request in writing to the Privacy Official. Your request must
specify how or where you wish to be contacted. The request must also include a statement that the disclosure of all or
part of the information to which the request pertains could endanger you. The Plan will attempt to honor all reasonable
requests for confidential communications.

Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice at any time. To obtain a paper
copy of this Notice, contact the Privacy Official. You may also obtain a copy of this Notice on the City of Eugene website,
www.eugene-or.gov. Follow the link to Employee Benefits and click on Health Insurance.

Changes to This Notice

The Plans reserve the right to change the terms of this Notice and to make the new Notice provisions effective for all
health information that the Plans maintain. If the Notice is revised, a copy of the revised Notice will be distributed to
you. The provisions of the new Notice will apply to all health information thereafter maintained by the Plans. Until
such time as a Notice is revised, the Plans are required by law to comply with the current version of the Notice.

Complaints

Concerns or complaints about the Plan’s safeguarding of your health information should be directed to the Privacy
Official. The Plan will not retaliate against you in any way for filing a complaint. All complaints must be submitted in
writing. If you believe your privacy rights have been violated, you may also file a complaint with the Office of Civil
Rights, U.S. Department of Health and Human Services.

Effective Date of Notice: September 23, 2013
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DEFINITIONS

ACA refers to the Affordable Care Act.

Actively at Work means that to be eligible for coverage, the employee must complete one full day at work on the
specified date at the usual place of work and perform all usual and customary duties, unless the absence from work
is due to a medical condition (physical or mental), disability, hospitalization or other receipt of health care.

Allowable Fee (also known as Maximum Plan Allowance) is the maximum amount that the Plan will reimburse
physicians and providers. For a participating physician/provider, the maximum amount is the amount the provider has
agreed to accept for a particular service.

Alternative Benefits means services or supplies which are not otherwise benefits of the Plan, but which we believe
to be medically necessary and cost effective.

Alternative Care Provider means one of the following:

= licensed naturopaths

= licensed massage therapists

= registered dieticians for medically necessary services rendered under the Alternative Care Benefit
= licensed chiropractors

Ambulatory Care means medical care provided on an outpatient basis.

Ambulance means a specifically designed and equipped automobile ("ground transportation") or other vehicle such
as an airplane, boat, or helicopter that meets all local, state, and federal regulations for transporting the sick and
injured.

Amendment means a formal document signed by representatives of the City. The amendment adds, deletes, or
changes the provisions of the plan and applies to all covered persons, including those persons covered before the

amendment becomes effective, unless otherwise stated.

Ancillary Services are support services provided to a patient in the course of care. They include such services as
laboratory and radiology.

Authorization or Authorized refers to obtaining approval by the Claims Administrator prior to the date of service.
Authorized Services means services or supplies that have been approved by the Claims Administrator.

Chemical Dependency (including alcoholism) means a substance-related disorder, as defined by the Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision, (DSM-IV-TR), except for those related to

foods, tobacco or tobacco products.

Chemical Dependency Outpatient Treatment Program means a state-licensed program that provides an
organized outpatient course of treatment, with services by appointment, for substance-related disorders.

Calendar Year means the 12-month period starting January 1 through December 31 of each year. All annual
deductibles and benefit maximums accumulate during the calendar year.

Claims Administrator means the organization selected by the City of Eugene to provide claims processing and
adjudication under the City's plans.

Condition means a medical condition.

Co-payment or Co-insurance means the fixed dollar amounts or percentages of covered expenses to be paid by
the enrollee.

Cosmetic Surgery means any procedure performed for the improvement of appearance rather than for the
restoration or improvement of a bodily function.

Covered Dependent means an eligible dependent of a covered employee.
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Covered Employee means an employee of the City of Eugene who is covered by this plan.
Covered Service is a service or supply that is specifically described as a benefit of this plan.

Creditable Coverage means prior healthcare coverage as defined in 45 CFR § 146.113 of the Public Health Service
Act regulations, and includes coverage remaining in force at the time the enrollee obtains new coverage. The term
creditable coverage means, with respect to an individual, coverage of the individual under any of the following:

= A group health plan;

= Individual Insurance coverage including student health plans;

= Medicare Part A and B;

= Medicaid, other than benefits consisting solely of benefits under Section 1928 (pediatric vaccines);

= CHAMPUS;

= A medical care program of the Indian Health Service or of a tribal organization;

= A State high risk pool;

= Federal Employees Health Benefit Plan (FEHBP);

= A public health plan (as defined in regulations); or

= A State Children’s Health Insurance Program (S-CHIP); or

= A health benefits plan under section 5(e) of the Peace Corps Act (22 U.S.C. 2504(e)).

Some plans that provide medical care coverage do not qualify as creditable coverage. Such plans are called

excepted benefits. The following plans are excepted benefits:

= Coverage only for accident, or disability income insurance, or any combination thereof.

= Coverage issued as a supplement to liability insurance.

= Liability insurance, including general liability insurance and automobile liability insurance.

= Worker's Compensation or similar insurance.

= Automobile medical payment insurance.

=  Credit-only insurance.

= Coverage for on-site medical clinics.

= Other similar insurance coverage, specified in regulations, under which benefits for medical care are secondary
or incidental to other insurance.

Custodial care means care that helps a person conduct such common activities as bathing, eating, dressing or
getting in and out of bed. It is care that can be provided by people without medical or paramedical skills. Custodial
care also includes care that is primarily for the purpose of separating a patient from others, or for preventing a patient
from harming himself or herself.

Deductible means that portion of all eligible expenses or charges paid by the covered person before plan benefits
are payable. The expenses used to satisfy the deductible of one type of benefit (e.g., medical benefits) may not be
used to satisfy the deductible of another type of benefit (for example, dental benefits).

Delta Dental refers to Delta Dental Plan of Oregon, a Moda Health affiliated company, and its related dental
companies. Delta Dental is the claims administrator of the City’s dental coverage. References to Delta Dental as
paying claims or issuing benefits means that Delta Dental processes a claim in accordance with the provisions of the
City’s plan.

Dental Care means services or supplies provided to prevent, diagnose, or treat diseases of the teeth and supporting
tissues or structures, including services or supplies rendered to restore the ability to chew and to repair defects which
have developed because of tooth loss.

Dental Implant means a device specially designed to be placed surgically within or on the mandibular or maxillary
bone as a means of providing for dental replacement; endosteal (endosseous); eposteal (subperiosteal); transosteal
(transosseous).

Dentist means a doctor of dental surgery or dental medicine (D.D.S. or D.M.D.), acting within the scope of the
provider's state license or registry.

Denturist means a person licensed to provide limited prosthetic service, acting within the scope of the provider's
state license or registry.
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Dependent means any individual who is or may become eligible for coverage under the terms of a group health plan
because of a relationship to a participant.

Durable Medical Equipment means equipment able to withstand repeated use for the therapeutic treatment of an
active illness or injury. Durable medical equipment includes an iron lung, wheelchair, or other similar equipment
prescribed by a physician for the treatment of accidental injury, but does not include any changes made to a home,
auto, or personal property, such as air conditioning or remodeling.

Elective Surgical Procedure means any non-emergency surgical procedure that may be scheduled at the patient's
convenience without jeopardizing the patient's life or causing serious impairment.

Emergency Medical Condition means a medical condition that manifests itself by acute symptoms of sufficient
severity, including severe pain, that a prudent layperson possessing an average knowledge of health and medicine
would reasonably expect that failure to receive immediate medical attention would place the health of a person, or a
fetus in the case of a pregnant woman, in serious jeopardy.

Emergency Services means those healthcare items and services furnished in an emergency department and all
ancillary services routinely available to an emergency department to the extent they are required for the stabilization
of the patient.

Enrollee means an employee, dependent of the employee or an individual otherwise eligible for a group, individual
or portability health benefit plan who has enrolled for coverage under the terms of this plan.

Enroll means to become covered for benefits under a group health plan (that is, when coverage becomes effective)
without regard to when the individual may have completed or filed any forms that are required in order to become
covered under the plan. For this purpose, an individual who has health coverage under a group health plan is
enrolled in the plan regardless of whether the individual elects coverage, the individual is a dependent who becomes
covered as a result of an election by a participant, or the individual becomes covered without an election.

Exclusion Period means a period during which specified treatments or services are excluded from coverage.

Extended Care Facility means any one of the following:

= A facility owned and operated by a hospital or under written contract with a hospital;

= Adistinct part of a hospital; or

= A facility, or distinct part of such facility, that meets the requirements for approved operation under Medicare.

Such a facility must provide room and board and skilled 24-hour-a-day inpatient nursing service by a full-time
registered nurse or other nursing staff under the supervision of a physician or registered nurse who is on duty at least
eight hours per day. Such facility must also provide adequate daily medical records, as well as necessary and
customary services, for each patient.

An extended care facility is not an institution that is primarily engaged in custodial care or treatment care for chemical
dependency, alcoholism, or mental or emotional disorders, nor may such a facility be operated as a clinic, rest home,
home for the aged, or by the U.S. government or any of its authorized agencies.

Gender Identity means an individual’'s internal sense of being male, female, a gender different from the gender
assigned to the individual at birth, a transgender person or neither male or female.

Gender Transition means the process of changing an individual's outward appearance, including physical sex
characteristics, to accord with the individual's actual Gender Identity.

Genetic Information means information about genes, gene products, and inherited characteristics that may derive
from the individual or a family member. This includes information regarding carrier status and information derived
from laboratory tests that identify mutations in specific genes or chromosomes, physical medical examinations, family
histories, and direct analysis of genes or chromosomes.

The Group is the organization whose members are covered by this Plan.

Health Benefit Plan means any hospital expense, medical expense or hospital and medical expense policy or
certificate, healthcare service contractor or health maintenance organization subscriber contract, any plan provided
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by a multiple employer welfare arrangement, or other benefit arrangement defined in the federal Employee
Retirement Income Security Act of 1974, as amended.

Hospice means a facility or health care program licensed or certified by the appropriate state agency in the state in
which it is located or accredited by the Joint Commission on the Accreditation of Hospitals. Hospice care must be
primarily engaged in providing care and counseling to terminally ill patients with a life expectancy of up to six months,
as well as their families.

Hospital means a facility that provides diagnostic and treatment facilities for inpatient diagnostic, surgical and
medical care of persons who are injured or ill. It must be licensed under applicable laws as a general hospital by the
state in which treatment is provided or accredited by the Joint Commission on Accreditation of Hospitals. Its services
must be under the supervision of a staff of physicians and must include 24-hour-a-day nursing service by registered
nurses or other nursing staff under the supervision of a physician. A hospital includes a Christian Science sanatorium
operated or listed and certified by the First Church of Christ Scientist, Boston, Massachusetts, and a childbirth center
that meets the following criteria:
e Is licensed under applicable laws by the state in which treatment is provided or accredited by the Joint
Commission on Accreditation of Hospitals;
e Has permanent facilities used primarily for childbirth; and
e Provides 24-hour-a-day service by a staff of physicians, registered nurses, or midwife nurse practitioners
when a patient is in the center.

Facilities operated by agencies of the federal government are not considered hospitals. However, the plan will cover
gualified expenses incurred in facilities operated by the federal government in situations where benefit payment is
mandated by law. Facilities that are primarily rest, old age, or custodial care homes are not considered to be
hospitals. Similarly, places for the treatment of chemical dependency, alcoholism, and mental or emotional disorders
are not considered to be hospitals, unless they are an inpatient psychiatric or chemical dependency treatment facility.

IliIness means a disease or bodily disorder which results in a covered expense.
Implant means a material inserted or grafted into tissue.

Injury means a personal bodily injury to you or your covered dependent caused solely by external, violent and
accidental means.

Inpatient Psychiatric or Chemical Dependency Treatment Facility means a hospital or other facility accredited by
the Joint Commission on Accreditation of Hospitals, which provides full-day or part-day acute treatment of
alcoholism, drug addiction, or mental illness and is licensed to admit patients who require 24-hour-a-day skilled
nursing care.

Medical Condition means any condition, whether physical or mental, including, but not limited to, any condition
resulting from iliness, injury (whether or not the injury is accidental), pregnancy, or congenital malformation.
However, genetic information is not a condition.

Medically Necessary means those services and supplies that are required for diagnosis or treatment of illness or

injury and which, in the judgment of the Claims Administrator, are:

= Appropriate and consistent with the symptoms or diagnosis of the enrollee’s condition;

= Appropriate with regard to standards of good medical practice in the area in which they are provided;

= Not primarily for the convenience of the enrollee or a physician or provider of services or supplies; and

= The least costly of the alternative supplies or levels of service which can be safely provided to the enrollee. This
means, for example, that care rendered in a hospital inpatient setting is not medically necessary if it could have
been provided in a less expensive setting, such as a skilled nursing facility or by a nurse in the patient's home,
without harm to the patient.

Services and supplies intended to diagnose or screen for a medical condition are not considered medically
necessary in the absence of signs or symptoms of the condition, or abnormalities on prior testing. Medically
necessary care does not include custodial care.

Please Note: The fact that a physician or provider prescribes, orders, recommends, or approves a service
or supply does not, of itself, make the service medically necessary or a covered service. Refer to the
"Excluded Services" section for further information regarding medical necessity. Also see the section
"Transplant Services".
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Mental Health refers to benefits, facilities, programs, levels of care and services related to the assessment and
treatment of mental illness, as defined in this plan.

Mental Health Provider means a board-certified psychiatrist, state-licensed psychologist, state-licensed practicing
mental health nurse practitioner, state-licensed clinical social worker or state- licensed psychologist associate.

Moda refers to Moda Health, which is a company affiliated with Delta Dental.

Network refers to the hospitals, physicians, dental providers and medical suppliers who contract to provide care to
you and your covered dependents. By using a Network Participating Provider, your covered medical and dental
expenses may be paid at a higher rate. Payment will be based upon the Contracted Fees between the participating
Network and the Claims Administrator.

Non-participating refers to hospitals, physicians, providers, professionals and facilities that have not contracted with
the Claims Administrator to provide benefits to persons covered under this plan. They will be reimbursed at the
allowable fee for the service provided.

Non-Preferred Provider means providers of health care services that are not members of the City’s Claims
Administrators’ networks. Usually the plan will pay lower amounts to non-preferred providers.

Open Enrollment means that time each year in which eligible employees may change elections regarding
medical/dental/vision plans and add eligible dependents who may not have been previously enrolled.

Outpatient Mental Health Treatment Episode means a sequence of outpatient visits to a single physician or
professional provider, with no interval of sixty (60) or more days without a visit.

Outpatient Surgical Facility means a public or private facility, licensed and operated according to the law, which
does not provide services or accommodations for a patient to stay overnight. The facility must have an organized
medical staff of physicians, maintain permanent facilities equipped and operated primarily for the purpose of
performing surgical procedures, and supply registered professional nursing services.

Outpatient Surgery means surgery that does not require an inpatient admission or overnight stay.
PacificSource refers to PacificSource Health Plans. PacificSource is the Claims Administrator of the City’s medical,
vision and pharmacy coverage. References to PacificSource as paying claims or issuing benefits means that

PacificSource processes a claim in accordance with the provisions of the City’s plans.

Participant means any employee or former employee who is or may become eligible to receive a benefit under
a plan.

Participating refers to hospital, physician, providers, professionals, and facilities that have contracted with the
appropriate Claims Administrator to provide benefits to persons covered under this plan.

Pervasive Developmental Disorder means a neurological condition that includes Asperger's syndrome, autism,
developmental delay, developmental disability or mental retardation.

Physical Incapacity, for the purposes of this plan, means the inability to pursue an occupation or education because
of a physical impairment.

Physician means a doctor of medicine or osteopathy acting within the scope of the provider's state license
or registry.

Plan means the City of Eugene Employee Benefits Plan, and all documents, including any insurance contracts,
administrative service agreements, handbooks and any related terms and conditions associated with the Plan.

Plan Administrator means the Risk Services Division of the City of Eugene, which has responsibility for the
management of the plan.
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Plan Sponsor is City of Eugene who has contracted with the Claims Administrators to provide claims and other
administrative services.

Plan Year is the 12 month period beginning on January 1 and ending on December 31.

Preferred Provider Network (PPO or Preferred Provider) means a network of professional providers, hospitals,
and health care-related services and facilities that have a contractual relationship with the Claims Administrators.
Usually, the plan will pay greater amounts for services rendered by a preferred provider than for those rendered by a
non-preferred provider.

Prescription Drugs are those drugs and medicines, including insulin, that must be prescribed by a physician and
dispensed by a pharmacist.

Prevailing Fees are those dental fees which satisfy and are charged by the majority of dentists in Oregon, as
determined by the claims administrator.

Professional Provider includes Qualified Medical Professionals listed in this handbook, and also includes:
= Any of the following for necessary dental care and preventive dental care covered by the dental benefits of this
plan, which are within the scope of the provider's state license or registry:
e Adentist;
e A denturist; and
e Aregistered hygienist.
= Either of the following for vision care covered by the vision benefits of this plan:
e Alicensed ophthalmologist; and
o Alicensed optometrist.

Residential Chemical Dependency Treatment Program means a residential treatment program providing an
organized full-day or part-day program of treatment for chemical dependency disorders in a state-licensed program
and facility.

Residential Mental Health Treatment Program means a residential treatment program providing an organized full-
day or part-day program of treatment for mental iliness in a state-licensed program and facility.

Residential Treatment Program means a state-licensed program or facility providing an organized full-day or part-
day program of treatment. Types of residential treatment programs include an overnight 24-hour day program, a day
treatment program, or a partial hospitalization program. A residential treatment program does not include any
program that provides less than four hours per day of direct treatment services.

Urgent Care means the provision of immediate, short-term medical care for minor but urgent medical conditions that
do not pose a significant threat to life or health at the time the services are rendered. See the section Urgent and
Emergency Care for more information.

Service Area is the geographical area where the participating physicians and providers provide their services for
the plan.

Telemedical Originating Site includes a hospital, rural health clinic, federally qualified health center, physician’s
office, community mental health center, skilled nursing facility, renal dialysis center or site where public health
services are provided

Telemedicine means the use of medical information exchanged from one site to another via electronic
communications for the health and education of the patient or healthcare provider and for the purpose of improving
patient care. Telemedicine includes consultative, diagnostic, and treatment services.

Tobacco Use Cessation Program means a program offering an overall treatment program that follows the United
States Public Health Service guidelines for tobacco use cessation. Tobacco use cessation program includes
education and medical treatment components designed to assist a person in ceasing the use of tobacco products.

Waiting Period means the period that must pass before the individual is eligible for benefits under the terms of the
plan.
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EMPLOYEE ASSISTANCE PROGRAM

The Employee Assistance Program (EAP) can help when you need it! Life is complex and at one time or another,
everyone faces confusing situations, difficult interpersonal problems or life changes. Sometimes professional
counseling is useful in helping deal with issues before they become overwhelming. That's why the City offers an
Employee Assistance Program, through Cascade Behavioral Health and EAP.

All regular, Limited Duration and Recreation Activity Employees, their immediate family members, and members of
the employee’s household are covered by the City's Employee Assistance Program (EAP). Cascade Behavioral
Health and EAP offers confidential, professional counseling services to help you successfully address personal
problems. The EAP can help you with a broad range of issues, including:

= Anger Management = Grief and loss

= Assertiveness = Leadership coaching skills

= Chemical dependency = Lesbian/Gay/Bisexual/Transgender issues
=  Communication skills = Parenting concerns

= Conflict resolution = Relationship difficulties

= Critical Incident Debriefing = Sexual Problems

= Depression = Stress and anxiety

= Diversity issues = Physical Problems Related to Emotions

= Eating disorders = Team development

= Family Issues =  Work related problems

=  Financial worries

There is no charge to you for visits to Cascade through the Employee Assistance Program. You are eligible for up to
four (4) visits per problem per year. In addition, Cascade offers a broad range of training programs to assist
employees and their family members in gaining valuable life skills. These training programs are offered at no cost
and are available throughout the year. Please refer to the Cascade website for more information or view the current
training calendar on the Employee Benefits website.

If you leave employment with the City of Eugene, you can continue to receive EAP services by self-paying the
monthly premium under COBRA coverage. For information on rates, review the Memo for Terminating Employees or
the Memo for Retiring Employees on the Employee Benefits website or contact the Employee Benefits Program.

An experienced counselor is just a phone call away. Cascade Behavioral Health and EAP is staffed by licensed
psychologists, clinical social workers, and master’s level counselors, and can be reached locally in Eugene at:

Cascade Behavioral Health and EAP
Cascade Health Solutions
2650 Suzanne Way Suite 200, Eugene, OR 97408

Phone: 541-345-2800 or 800- 535-1347
www.cascadehealth.org
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FLEXIBLE SPENDING ACCOUNT (FSA)

The City of Eugene offers employees a Flexible Spending Account Program. Take a few moments to read through
the following information and learn how the program can go to work for you!

The City's FSA/TRA program is administered by BenefitHelp Solutions. Contact information for questions or manual
claim submissions is located in the front of this handbook.

Understanding Your Flexible Spending Account

A Flexible Spending Account (FSA) allows you to take advantage of a tax break authorized by Congress. Through
the FSA Program, you can pay for certain medical, dental, vision, and dependent care expenses with before-tax
dollars. Expenses must be tax-qualified-that is, allowable deductions under current IRS regulations.

By setting aside dollars under the FSA Program, you reduce the amount of your compensation that is subject to
taxes. As a result, you save money through:

= Lower federal income taxes
= Lower state income taxes
= Lower FICA (social security) taxes

Types of Flexible Spending Accounts

Health Care and Dependent Care
Each year you will have the opportunity to enroll in two different kinds of Flexible Spending Accounts:

= Health Care Account. No matter what kind of health care insurance you have, you and your family may incur
costs which are not covered by your medical, dental, or vision plans. By participating in the Health Care Account,
you may use before-tax dollars to reimburse yourself for these out-of-pocket costs.

= Dependent Care Account. Providing care for a small child, elderly relative, or other dependent while you're at
work can be a financial strain. Through the Dependent Care Account, you can use before-tax dollars to
reimburse yourself for day care for children under age 13 or for adult day care for a disabled spouse or other
dependent.

The FSA Worksheets provided with this information will help you decide how much to set aside in an FSA. However,
we encourage you to consult with your tax advisor for assistance in determining how much to contribute to a Flexible
Spending Account.

Premium Conversion Program

The City of Eugene has a Premium Conversion Program as part of our Flexible Spending Account Program. The
Premium Conversion Program automatically covers all employees who are required to pay premiums for health
insurance coverage under the City’s group health plan by payroll deductions. The portion of the premium that you
pay through payroll deductions will be deducted from your compensation on a before-tax basis; in other words,
before federal and state income taxes and social security taxes are withheld. This means you will avoid paying taxes
on these payroll deductions. As a result, your actual take-home pay may increase because your tax payments have
been reduced.

Although the Premium Conversion Program will benefit most employees, you can opt out of this program by signing
an election form indicating that you do not want your premiums to be taken on a before-tax basis. Election forms are
available from the Risk Services Benefits Program.

Employees who have enrolled their domestic partners in a group health plan maintained by the City are not eligible to
participate in the Premium Conversion Program. The employees remain eligible to participate in the Health Care
Account and Dependent Care Account aspects of the FSA Program. However, in accordance with IRS rules,
gualified expenses incurred by a domestic partner (and the dependents of the domestic partner) are not eligible for
reimbursement under these Flexible Spending Accounts unless the domestic partner qualifies as a dependent of the
employee for federal income tax purposes.

City of Eugene Employee Benefits Handbook 98 Flexible Spending/Transportation Reimbursement
March 1, 2019



Eligible Employees

All regular benefitted employees are eligible to participate in the Flexible Spending Account program

Eligible Dependents

Expenses are reimbursable from the FSA Program only if they are qualified expenses that are incurred by:
e You

e Your legal spouse

e Your qualified dependents

e Your non-dependent adult children, through the end of the year in which they turn age 26

In general, a qualified dependent for any year means any of the following individuals if more than one-half of the
individual’s financial support for the year is provided by you (or, if you are married, by you and your spouse):

A son or daughter, or a descendant of either

A stepson or stepdaughter

A brother, sister, stepbrother, or stepsister

A father or mother, or an ancestor of either

A stepfather or stepmother

A son or daughter of a brother or sister

A brother or sister of the father or mother

A son-in-law, daughter-in-law, father-in-law, mother-in-law, brother-in-law, or sister-in-law
Any other individual who resides with you and is a member of your household

Expenses for a hon-dependent adult child can only be incurred through the last day of the year in which they turn age
26. Expenses are not eligible for reimbursement if incurred during any part of the year in which they turn age 27. This
means expenses cannot be incurred during the Grace Period following the year a non-dependent adult child turns
age 26.

For purposes of the Health Care Account, a child of a divorced employee will be treated as a dependent of an
employee for a year if more than one-half of the child's support for the year is provided on a combined basis by both
divorced parents. This dependent status rule will apply even if the employee is not the custodial parent with respect
to the child or is otherwise not eligible to claim a personal exemption deduction with respect to such child for income
tax purposes.

For purposes of the Dependent Care Account, a child of a divorced employee will be treated as a dependent of an
employee for a year only if the employee has custody of the child for a longer period during the year than the other
parent, regardless of whether the employee is otherwise eligible to claim a dependency exemption deduction with
respect to such child for income tax purposes.

The IRS does not recognize an employee’s domestic partner as being a qualified dependent for tax purposes (unless
the employee provides more than one half of the domestic partner’s financial support). Accordingly, expenses
incurred by a non-tax-dependent domestic partner (or the dependents of a domestic partner) generally are not
reimbursable under the FSA Program.

Enrollment

Participation in the FSA Program is optional. Each year you may choose to take advantage of one, both, or neither of
the Flexible Spending Accounts depending on your individual needs. To participate, you must complete an
enrollment form within 30 days of your employment commencement date or during the open enrollment period held
each December. To continue participation, you must re-enroll prior to January 1 each year. If you have a change in
status during the year, you may enroll or change enrollment amounts if the enroliment form is completed within 31
days of the change in status event.

The FSA enrollment form is available through Employee Self Service.

On the enrollment form, indicate which FSA(s) you want to participate in and how much of your before-tax salary
you want to contribute. Deposits will be made automatically from your paycheck each pay period before taxes are
deducted from your gross salary. Once money is set aside into your FSA, it is not subject to federal or state income
tax or payroll tax. Since your taxable income is lower, you pay less tax. The difference is extra income for you.
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Election Amounts

Health Care Account. You are permitted to deposit $2,500 per calendar year to your Health Care Account.

Dependent Care Account. You are permitted to deposit up to $5,000 per calendar year to your Dependent Care
Account.

However, you are cautioned to be careful in regard to the amount which you elect to have set aside in your Flexible
Spending Accounts. The primary reason for this caution is the “use it or lose it rule” imposed by the IRS.

Use it or Lose It Rule

By law, any remaining unused funds in your Flexible Spending Accounts are forfeited at the end of the year - you
must “use it or lose it.” That is why it is important to be conservative when determining how much to put into your
FSA each year. You can carry balances from your Accounts forward from month to month, but you cannot carry over
to the next year any money remaining in your Accounts as of the end of the year, except as provided under the
Reimbursement Grace Period Rule, which is explained below.

Reimbursement Grace Period

Under the IRS grace period rule, if as of the end of a plan year you have a balance remaining in a Health Care or
Dependent Care Flexible Spending Account, you can still be reimbursed for any qualified expenses incurred during
the grace period (up to the amount of the remaining balance). The FSA reimbursement grace period is the two and
one-half month period following the end of the plan year (i.e., through March 15% of the following year). If you have
unused funds left in your account as of the end of the plan year, you will have this additional 2% months to incur
healthcare and dependent care expenses that can be submitted for reimbursement under your prior year's account.
This gives you more time to exhaust any funds you may have left at the end of the year. You have 90 days after the
end of the Grace Period (until June 15%) to submit claims for reimbursement from previous year’s account.

Here's an example. For the 2018 plan year, expenses incurred through March 15, 2019 can be reimbursed to you
from your 2018 Flexible Spending Account. You would have until June 15, 2019 to submit claims for reimbursement
from your 2018 account. Expenses incurred during the grace period that exceed the remaining balance from the prior
year can be reimbursed from your Flexible Spending Account for the actual year incurred (i.e., from your 2019
Flexible Spending Account in the example above). Any balance in a Flexible Spending Account for a plan year that
still remains unspent as of the end of the grace period cannot be carried forward, and thus will be forfeited pursuant
to the use-it-or-lose-it rule discussed above.

The Grace Period does not apply to Transportation Reimbursement Accounts.

Additional Special Guidelines

In order to provide you tax savings, the IRS has imposed several important restrictions on Flexible Spending
Accounts:

= Each Account must remain separate. In other words, money in your Health Care Account cannot be used to pay
dependent day care expenses, nor can money in your Dependent Care Account be used to pay for health care
expenses.

= You must elect the total amount to deposit for a year before the start of each year. The amount you elect remains
in effect for the rest of the year unless you have a qualified change in status.

= Health care expenses reimbursed through the Health Care Account cannot also be claimed as a deduction on
your personal income tax return. In addition, the amount of expenses which may be claimed for the dependent
care tax credit will be reduced, dollar for dollar, by the amount of expenses reimbursed through the Dependent
Care Account.

Changing FSA Elections

You may change the amount you deposit into your Flexible Spending Accounts when you re-enroll prior to January 1
each year. Normally, once you begin depositing before-tax salary into your Flexible Spending Accounts, that
contribution election must remain in effect for the rest of the calendar year (January 1 through December 31). In
other words, you generally will not be able to modify or revoke your election during a year. The same rule applies to
your election not to participate in the FSA Program for a year. In that case, you generally cannot enroll until the
following year.
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An exception to this general rule applies if you incur what the IRS rules refer to as a “change in status”. Under this
exception, you may modify or revoke an election for a year, or elect to enroll in the FSA Program for the remainder of
the year, if you, or your spouse or dependent, incurs such a change in status. However, the modification, revocation
or enrollment election must be consistent with and on account of the change in status.

To change your election, complete a new FSA enrollment form through Employee Self Service. The form must be
submitted to the Benefits Program within 31 days of the applicable event.

Change in Status Qualifying Events

For purposes of the Premium Conversion Program and the Health Care Account, the “change in status” events that
may allow you to change your FSA election for a year are as follows:

= An event that changes your legal marital status, including marriage, death of your spouse, divorce, legal
separation, or annulment

= An event that changes the number of your dependents, including the birth, adoption, placement for adoption, or
death of a dependent

= Commencement of employment

= Termination of employment of a dependent. Termination of employment of a City of Eugene employee is not a
qualifying event due to continued FSA participation through the final paycheck rule. See “Termination of
Employment” for more information.

= The change in employment status, such as a transfer between part-time and full-time employment status

= The commencement of or return from an unpaid leave of absence or leave governed by the Family and Medical
Leave Act (FMLA)

= An event that causes a dependent to satisfy or cease to satisfy the requirements for coverage under the City’s
group health plan due to attainment of age, student status, or similar circumstance

= A change in work location or residence

= Ajudgment, decree or order resulting from a divorce, legal separation, annulment or change in legal custody that
obligates you to provide group health coverage for your child, or which releases you from such an obligation

= Enrollment in Medicare (Part A or Part B)

= Any other event that the Risk Services Benefits Program determines will permit the making, changing or
revocation of any election during a year pursuant to regulations and rulings issued by the IRS

Under the IRS rules, a change in election in regard to the Premium Conversion Program or the Health Care Account
by reason of a change in status event will be permitted only if the event affects the coverage of you, your spouse or
your dependent under the City's group health plan or another employer-sponsored group health plan.

With respect to the Dependent Care Account, you can modify or revoke your election during a yeatr, or elect to enroll
in the program for the remainder of a year, under one of the following circumstances:

= You incur a change in status described above which causes you to incur, or cease to incur, qualified dependent
care expenses, such as a child attaining age 13 and thus ceasing to be a “qualifying individual”

= A change in the cost of the dependent care expenses due to a change in the dependent care provider or in the
amount of care provided, such as a decrease in the hours of care upon the child’'s commencement of school

= An increase in the amount charged by the dependent care provider (but only if the provider is not a member of
the employee’s family or household)

= Any other situation that the Risk Services Benefits Program determines will permit enrolling in, or modifying or
revoking an election under, the Dependent Care Account during the year

If you revoke a contribution election with respect to the Health Care Account or the Dependent Care Account during
a year (other than in connection with your leaving employment), you will not be deemed to have revoked your
participation in the program for the year. Instead, you will be deemed to have changed the amount of your total
contribution for the year to equal the contributions made under the applicable FSA Program through the effective
date of the revocation. You will continue to be eligible for reimbursements under the FSA Program for the remainder
of the year, even though no further contributions are being made.

You should contact the Risk Services Benefits Program if you have questions as to whether a particular event will
allow you to make, change or revoke an FSA Program election during a year.
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Qualified Health Care Expenses

Your Health Care Account can be used to pay for medical, dental, and vision expenses for you and your qualified
dependents which are not covered by the City’s group health plan (or any other group health care plan), and which
are considered qualified medical expenses by the IRS. These expenses include:

= Expenses which are covered under your group health plan, but which are not reimbursable because of the
annual deductible and co-payment provisions of the plan

= Qualified medical expenses that are not covered under the group health plan, including Over-the-Counter (OTC)
products if the OTC product is for medical care and primarily for a medical purpose. For information regarding
expenses that are eligible for reimbursement, contact BenefitHelp Solutions

Qualified Dependent Care Expenses

Typically, these include the dependent care expenses listed below as long as the day care is needed so you
can work:

= Day care provided by individuals who care for young children up to age 13 in or outside the home

= Nursery school, pre-school, day-care centers or a similar program for children below the level of kindergarten

= Day care programs must comply with State and local government laws and regulations, provide care for more
than six individuals who do not live at the center, and receive payment for services

= Before or after school care of a child in kindergarten or a higher grade

=  Programs (including summer day camps and specialty day camps) for children up to age 13 while schools are
not in session

= Special care for mentally or physically handicapped dependents

= Home care, non-medical nursing, or nurse’s aide services for a dependent parent who lives with you (medical
care falls under health care expenses)

= Dependent care centers which provide day care for adults, not residential care

= The cost of transportation of a dependent by a qualifying Dependent Care Provider to or from a place where care
is being provided. The cost of transportation that is provided by someone other than the Dependent Care
Provider is not a qualifying Dependent Care Expense

Additional Dependent Care Account Reqgulations

In addition to the “use it or lose it” rule discussed earlier, there are other factors you should be aware of before you
elect to have amounts set aside in your Dependent Care Account.

The first relates to the limitations on the amount of reimbursements from that Account which will ultimately be exempt
from income taxation. More specifically, the maximum amount of reimbursements from your Dependent Care
Account, which you can exclude from income for any year, is the least of the following amounts:

= $5,000 ($2,500 if you are married but file a separate federal income tax return);
= The amount of your taxable wages for the year; or
= If you are married, your spouse’s actual or deemed earned income for the year.

For purposes of the third factor above, your spouse, if not employed, will be deemed to have earned income for any
month during a calendar year in which he or she is either physically or mentally incapable of self-care, or is a full-time
student during at least five calendar months during that year. The amount of such deemed earned income for each
such month is $200 if you have one minor child or other individual qualifying for dependent care coverage, and $400
per month if you have two or more qualifying individuals.

You should keep the above statutory limits in mind when calculating the amount you wish to have set aside in your
Dependent Care Account for a year.

Qualified Dependent Care Expenses paid for a period during only part of which the Participant is gainfully employed
or in active search of gainful employment must be allocated on a daily basis. However, dependent care expenses for
a Participant who is gainfully employed are not required to be allocated in the case of a short, temporary absence
from work, such as for vacation or minor iliness, provided that the care-giving arrangement requires the Participant to
pay for care during the absence. An absence of two consecutive calendar weeks is a short, temporary absence.
Whether an absence that is longer than two consecutive calendar weeks is a short, temporary absence is to be
determined by the Plan Administrator on the basis of all the facts and circumstances.
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The dependent care expenses for a Participant who is employed part-time generally must be allocated between days
worked and days not worked. However, if the part-time Participant is required to pay for dependent care on a periodic
basis (such as weekly or monthly) that includes both days worked and days not worked, the allocation of the expense
is not required. A day on which the Participant works at least one hour is a day of work.

Federal and Oregon dependent care tax credits that are also available to employees. Most employees will realize

greater tax savings by participating in the Dependent Care Account. However, certain employees may be better off
not participating in the Dependent Care Account program in order to be eligible for the dependent care tax credits.

Termination of Employment

Dependent Care Account: the plan will allow reimbursement of expenses incurred after termination of an employee’s
participation through the end of the Plan Year (or the end of the 2% month grace period for plans adopting the grace
period).

If you become reemployed with the City within 30 days of your termination, then your prior FSA elections will be
automatically reinstated. If you resume employment more than 30 days following your termination, you will be
permitted to make a new FSA election for the remainder of the year.

Health Care Account: If you have elected to participate in a Health Care Account for a year and you leave
employment during the year, the remaining monthly contribution will be taken from your final paycheck on a pre-tax
basis. If the balance of your account is not taken out of your final paycheck on a pre-tax basis you will need to
reimburse the City with after-tax dollars. You will remain a participant in the Health Care FSA program through the
end of the plan year and will have until the end of the plan year's grace period to incur eligible expenses.

Leave of Absence

Your treatment under the FSA Program upon the taking of a leave of absence depends upon the particular type of
leave. (Note that you cannot receive reimbursements for Dependent Care expenses incurred during a leave of
absence period from the City, unless you need childcare so you can work or attend school.).)

Paid Leave of Absence

If you take a paid leave of absence, your participation under the FSA Program will continue on the same basis as if
you were otherwise actively employed by the City.

Unpaid Leave of Absence
= Non-FMLA/OFLA Unpaid Leave

If you take an unpaid leave of absence that is not covered under the Federal Family and Medical Leave Act
(FMLA) or the Oregon Family Leave Act (OFLA), then in order to continue participation under the program at
your full elected annual reimbursement amount, you must submit the required premium amount to the Risk
Services Benefits Program by the first of each month. You may also pre-pay the premiums that will become
due during your leave or have the deduction taken out in the first pay period after you return to work. The
pre-payment may be made by increasing the amount of your payroll deduction for the pay period (or pay
periods) preceding your unpaid leave. If you do not pre-pay, you must have the deduction taken out or
otherwise remit the premium by the first pay period after your return. Otherwise, you will be deemed to have
modified your reimbursement election for the year to equal the premiums previously paid by you for the year.
You will continue to be eligible for reimbursements under the FSA Program for the remainder of the plan year
(based on the modified election amount).
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=  FMLA/OFLA Unpaid Leave

If you take unpaid FMLA/OFLA leave, you may continue participation under the FSA Programs by pre-paying
or otherwise timely remitting the required premium each month as generally described above. You may
alternatively elect to suspend participation during the period of your FMLA/OFLA leave. However, no
expenses incurred by you during the period of suspension will be reimbursable under the FSA Program.

If you elect to suspend your participation during the FMLA/OFLA leave period, or if your participation is
deemed to be suspended because you failed to timely pay the required premium, then you will be treated as
having modified your annual reimbursement election as discussed in the unpaid leave provision above. In
addition, you may elect to resume full participation upon returning from the FMLAOFLA leave. In that event,
you can choose to pay the same monthly amount as you were paying prior to the taking of the FMLA/OFLA
leave. If you make this choice, the total amount reimbursable from your Health Care Account and Dependent
Care Account for the year will be reduced to take into account the period of FMLA/OFLA leave for which no
premiums were paid.

For example, if you were contributing $100 per month ($1,200 for the year) to your Health Care Account, and
you took one month of unpaid FMLA/OFLA leave for which you did not make your usual $100 premium
payment, then upon your return, you can elect to continue making premium payments in the amount of $100
per month. However, your reimbursement limit for the year will be reduced from $1,200 to $1,100.

Upon returning from unpaid FMLA/OFLA leave, you may also instead choose to have reinstated the full
reimbursement amount for the year as elected and in effect prior to the FMLA/OFLA leave (e.g., $1,200
using the above example). In that event, your monthly premiums for the remainder of the year will be
increased as necessary to make up for the premiums that had not been paid during the FMLA/OFLA period.

In all regards, while you are on FMLA/OFLA leave, you will have the same election rights under the FSA
Programs as available to employees who are not on FMLA/OFLA leave.

Qualified Reservist Distributions

If you are a “reservist,” and if you are ordered or called to active duty for a period of 180 days or more or for an
indefinite period, you may be eligible to request a qualified reservist distribution from your Health Care Account.
Taking a qualified reservist distribution ensures that the balance of your Health Care Account will not be forfeited. For
this purpose, a “reservist” is a member of the Army National Guard of the United States, the Army Reserve, the Navy
Reserve, the Marine Corps Reserve, the Air National Guard of the United States, the Air Force Reserve, the Coast
Guard Reserve, or the Reserve Corps of the Public Health Service.

To receive the qualified reservist distribution, you must request a payment by March 15 following the year in which
you are called to active duty. The request for the distribution must be accompanied by a copy of the order or call to
active duty.

If you request a qualified reservist distribution, you will remain eligible to be reimbursed for qualified medical
expenses incurred before the date a distribution is requested. However, you will not be eligible for reimbursement for
any medical expenses incurred after the date of the request. Therefore, you will not be permitted to elect COBRA
continuation coverage with respect to expenses incurred after the distribution request date.

Under IRS rules, the qualified reservist distribution will be included in your gross income. The City will report the
distribution as wages on your Form W-2 for the year in which the distribution is paid to you.

Reimbursement

Reimbursement from your Health Care or Dependent Care Flexible Spending Accounts depends on the type of
account you have and whether you have signed up for either the Benefits MasterCard or for AutoPay.

Dependent Care Account: You will need to submit a manual claim form for all dependent care expenses, available
at www.eugene-or.gov/employeebenefits. The maximum reimbursement for dependent care expenses as of any time
is limited to your current Dependent Care Account balance. For example, if you submit a claim for $100 and there is
only $50 in your account, you will then be reimbursed only $50 and the balance will be paid as money accumulates in
your account.
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Health Care Account: You have several options for reimbursement:

1. Enroll in FSA AutoPay, which will automatically reimburse you for any out of pocket expenses on claims
processed through PacificSource or Delta Dental, without the need to file a claim form. You pay the provider your
out of pocket expense and BenefitHelp Solutions will reimburse you automatically once the claim has been
processed through PacificSource or Delta Dental. With this program you will need to file manual claims for any
expenses not processed through PacificSource or Delta Dental.

2. Unless you enroll in FSA AutoPay, you will be sent a Benefits MasterCard, which can be used to pay for eligible
expenses at the point of service. With this program you do not normally need to submit a manual claim form, but
you may be required to submit documentation of the expense to BenefitHelp Solutions. Be sure to save all
receipts in case documentation is requested. Your Benefits MasterCard will be deactivated if requested
documentation is not received within 45 days of the request. Contact BHS if you have questions about your
Benefits MasterCard.

3. Submit manual claims for your expenses either through your online BenefitHelp Solutions Member Account or via
mail, email or fax to BHS. A Flexible Spending Account Claim Form, complete with instructions, is available on
the Employee Benefits website at www.eugene-or.gov/employeebenefits. If you sign up for Direct Deposit,
reimbursement from your FSA will be automatically deposited into your bank account. Otherwise, BenefitHelp
Solutions will send you a check for the reimbursement amount.

Additional information on reimbursement from your FSA account is below:

= When you have an eligible expense that is not reimbursed through AutoPay or the Benefits MasterCard, first pay
the bill or submit insurance claims for the services and follow the steps below:
1. Submit your claim through your online member account on the BenefitHelp Solutions website at

www.benefithelpsolutions.com, or submit a manual Flexible Spending Account Claim Form, available on the
Employee Benefits website at www.eugene-or.gov/employeebenefits or from the Risk Services Benefits
Program, to BHS. Contact information for assistance or manual claim submittal is in the front of this
handbook.

2. Attach proof of your expenses - either an Itemized Bill from your medical provider (indicating patient’'s name,
name of the medical provider, and amount of expenses incurred), an Explanation of Benefits (EOB) from
your Claims Administrator, or a Statement of Services from your dependent care provider indicating the
name and the date(s) of service, and the amount of the incurred expense.

¢ Requests for reimbursement can be made at any time as long as the accumulated expenses equal at least $25

(several small claims equaling $25 may be filed together). During the last three months of the calendar year and

at termination of employment, claims of any dollar amount may be submitted. You will be reimbursed from your

Account(s) after BenefitHelp Solutions (BHS) has received your FSA Claim Form and processed your check.

Your reimbursement checks will be mailed to your home address; or, you may have your reimbursement funds

directly deposited into a checking or savings account.

= For Orthodontia claims, BHS requires a copy of the signed contract between you and the Orthodontist. The City
of Eugene’s Health Care FSA Plan allows for “up-front” reimbursements for orthodontia.

= You can submit expenses incurred during the 2% month grace period (through March 15) to either the current
plan year or the previous plan year. You have until June 15 of the following year to submit claims to the previous
year's account.

For example: You still have funds left in your 2018 Healthcare FSA account and have a doctor’'s appointment on

March 1, 2019. You would have until June 15, 2019 to submit the claim for reimbursement from the 2018 plan year.

Tax Return Considerations

You do not need to report reimbursements that you receive from your Health Care Account on your federal income
tax return. However, because the monies that you contributed to this Account were made on a tax-favored basis, you
also cannot claim these contributions as a medical expense deduction on your personal income tax return.

If you receive reimbursement from your Dependent Care Account for a year, you must report the amount of those
reimbursements on your IRS income tax return. To assist you in completing the IRS forms, the Form W-2 that
we provide you following the end of each year will disclose the amount of reimbursements actually paid to you during
the year.

Reimbursement Denial Appeal

If BenefitHelp Solutions determines that your reimbursement request is to be denied in whole or in part, they will
provide you with a written notification of such denial. You may appeal that denial by submitting a written request for
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review to BenefitHelp Solutions within 180 days of the notice that the claim was denied. If you do not appeal within
this time frame you will lose the right to appeal.

A written appeal should state the reasons that the claim should not have been denied and should include any
additional facts and/or documents that support the claim. The decision regarding the appeal will be made no later
than 60 days after submission of the appeal. This review will be independent of the initial reimbursement request
denial.

You will be provided with written notification of the decision regarding the appeal of your reimbursement request
denial. If your appeal is to be denied in whole or in part, the notice will include the following:

= The specific reason or reasons for the appeal denial; and
= Reference to the specific plan provisions upon which the appeal denial is based.

Health Care Account Worksheet

The following worksheet can help you estimate your eligible health care expenses and how much, if any, to
contribute to a Health Care Account. First, list out-of-pocket medical, dental, and vision care expenses you and your
dependents will have incurred this year. Next, try to estimate what health care expenses both you and/or your
dependents may have next year (from January 1st through December 31st) by making a comparison to this year's
expenses.

Remember generally, if a health care expense is deductible for Federal income tax purposes, it is considered
"qualified" for reimbursement under your Health Care Account.

NEXT YEAR’S
THIS YEAR’S EXPENSES ESTIMATED
EXPENSES
Medical, dental, vision deductibles $ $
Medical, dental, vision co-payments $ $
Prescription drug co-payments $ $
Over-the-counter drugs and medications*A $ $
prescription is required for all over-the-counter
drugs, except insulin
Over-the-counter supplies
Other medical services not covered by health plan | $ $
Denture replacements $ $
Other dental services not covered by dental plan $ $
Replacement of glasses/lenses/frames $ $
Laser refractive eye surgery $ $
Other vision services not covered $ $
Total Estimated Annual Expenses $ $

Total your estimated expenses for the upcoming plan year (if enrolling mid-year, estimate expenses from your
enrollment date to the end of the plan year). That number is a suggested amount that you may want to contribute to
the Health Care Account. Remember, be conservative - unused money will be forfeited as required by IRS
regulations.
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Dependent Care Account Worksheet

The following worksheet can help you estimate your eligible dependent care expenses and how much, if any, to
contribute to a Dependent Care Account. First, list out-of-pocket dependent care expenses you have incurred this
year. Next, try to estimate what dependent care expenses you may have next year (from January 1st through
December 31st) by making a comparison to this year's expenses.

NEXT YEAR’S
THIS YEAR’S EXPENSES ESTIMATED
EXPENSES
Pre-school or day care expenses $ $
Babysitting in or outside your home (while you are | ¢ $
at work)
Other non-educational programs to care for $ $

children when school is out, such as summer day
camps and specialty camps

Non-medical home care or nursing for a $ $
dependent parent or handicapped child

Total Estimated Annual Expenses $ $

Total your estimated expenses for the upcoming plan year (if enrolling mid-year, estimate expenses from your
enrollment date to the end of the plan year). That number is a suggested amount that you may want to contribute to
the Health Care Account. Remember, be conservative - unused money will be forfeited as required by IRS
regulations.

Also remember, your total reimbursements for the year cannot exceed the least of;:

= Your income; or
= If you are married, your spouse’s income; or
= $5,000 ($2,500 if married and will file separate tax return)
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TRANSPORTATION REIMBURSEMENT ACCOUNT (TRA)

Program Summary

The City of Eugene’s Transportation Reimbursement Account (TRA) program is similar to the City’'s Flexible
Spending Account program and is administered by BenefitHelp Solutions. This program is allowed under the
Transportation Equity Act for the 21st Century (TEA 21), is regulated by Internal Revenue Code § 132(f) and is
officially known as the Commute Expense Reimbursement Account (CERA) program. Employees who pay to
commute to work have the opportunity to set aside a portion of their salary to pay for certain qualified transportation
expenses without being taxed on these amounts.

When you participate in this program, the contributions you make to your TRA will be deducted from your
compensation on a before tax basis; before state, federal, and social security taxes are withheld. This means you will
avoid paying taxes on these deductions.

Please review the following information before you make your decision to participate in this program.

The City's FSA/TRA program is administered by BenefitHelp Solutions. Contact information for questions or manual
claim submissions is in the front of this handbook.

Eligibility
All regular employees are eligible to participate in this program. In addition, AFSCME-represented Limited Duration

and Recreation Activity Employees (RAEs) and IATSE-represented employees who are eligible for City-provided
health insurance benefits are eligible to participate in the program.

Enrolling in a TRA

Open enroliment is held annually in December of each year. Your TRA account will be effective the first of the month
following the completion of the Participation Agreement. New employees must enroll within 31 days of their date
of hire.

The FSA/TRA enrollment form is available through Employee Self Service.
IMPORTANT NOTE: Employees who park in City parking lots and have signed up with Republic Northwest
Parking to pay a payroll deduction for parking should NOT also enroll in the TRA parking program. They will

not have to fill out a TRA enrollment form unless they intend to participate in the Van Pool or Mass Transit
features of the program.

Participation Agreement Changes

The Participation Agreement may be revoked or changed at any time, effective the first of the following month. To
continue participation in a new plan year, you must re-enroll during the City's FSA/TRA Open Enrollment held each
December. The employee’s Participation Agreement ends upon termination of employment.

Qualified Transportation Expense

Expenses incurred by the employee to purchase or pay for transit pass expenses, commuter vehicle expenses (van
pools), or qualified parking expenses incurred for the purpose of transportation between an employee’s residence
and place of employment or for parking in conjunction with use of mass transit or van pool qualifies as a
transportation expense.

Mass transit is a public system or private enterprise provided by a company/individual who is in the business of
transporting people in a commuter highway vehicle, i.e., buses. Such vehicle must have a seating capacity of six or
more adults (not including the driver) and at least 80 percent of the vehicle’s mileage must be from transporting
individuals to and from their place of work. The vehicle must be carrying at least three passengers (not including the
driver). This does not include carpooling.

Mass transportation includes transit passes for mass transportation to and from work. Qualified amounts include
costs of any pass, token, fare card, voucher, or other item that entitles the employee to use mass transit for the
purpose of traveling to or from his/her place of work.
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Van pool means that the vehicle must seat at least six adults plus a driver and at least 80 percent of the vehicle’s
mileage is used to commute between home and work. Expenses incurred for transportation in a van pool are eligible
provided such transportation is in connection with travel between the individual's residence or park-and-ride lots and

place of employment.

Parking expenses are fees for parking at or near your primary work location, the location where you take mass
transit, or the location where you pick up the van pool. Only the expense of parking the vehicle is a covered expense
through TRA. Fuel, maintenance, and insurance costs are not covered.

TRA Contribution Limits

(Subject to change by the IRS)

Transportation Reimbursement Account Per Month
Parking $255
Transit Pass and Van Pooling (combined)* $80

*The Transit Pass maximum contribution amount has been reduced by the value of the bus pass
purchased for employees by the City.

Use It or Lose It Rule

The “Use it or Lose it” rule works differently for TRA accounts than it does for FSA accounts. By law, any remaining
unused funds in your TRA are forfeited if you are no longer participating in a TRA account. However, while unused

funds remaining in your TRA account at the end of the plan year cannot be refunded to you, they can be rolled over
for use in the next plan year providing you re-enroll in the same TRA program.

Reimbursement

Per IRS regulations, transportation expenses must be submitted for reimbursement within 180 days of the
date services are received. Complete the claim form available on the Employee Benefits website, and then submit
the claim form and receipt(s) to BHS

Contact information for questions or manual claim submissions is in the front of this handbook.
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LONG-TERM DISABILITY

The City of Eugene Long-Term Disability (LTD) Plan provides you with income protection if you become disabled
from a physical disease, mental disorder, accidental bodily injury or pregnancy.

The monthly LTD benefit varies by pay unit. Your benefit will be at least $100 per month, but not more than the
maximum listed in the Amount of Benefit section below. LTD benefits are payable after the end of the Benefit Waiting
Period. This LTD insurance covers only you, not your dependents. Insurance is provided through Standard Insurance
Company of Portland, Oregon. A certificate of coverage for each union/employee unit and LTD Frequently Asked
Questions are on the Risk Services Employee Benefits website at www.eugene-or.gov/employeebenefits.

Eligibility
As a regular or Limited Duration employee scheduled to work at least 20 hours per week (or one-half of the hours in
a pay period for AFSCME-represented employees), you are eligible for long-term disability insurance coverage.

Eligibility for IATSE-represented employees is specified in the most recent labor agreement between the City of
Eugene and the unions.

When Coverage Begins

For all groups except IATSE-represented employees, LTD coverage begins on the first day of the month following
your first day of active employment as an eligible employee.

For IATSE-represented employees and AFSCME-represented Recreation Activity Employees, LTD coverage begins
on the first day of the month following your first day of eligibility as specified in the current labor agreement between
the City of Eugene and the unions.

All employees must meet the Active Work Requirement before insurance will become effective.

Active Work Requirement

If you are incapable of Active Work because of physical disease, mental disorder, injury or pregnancy on the day
before the scheduled effective date of your insurance, your insurance will not become effective until the day after you
complete one full day of Active Work as an eligible employee.

Active Work means you are performing the material duties of your own occupation at your employer’s usual place of
business. The Active Work Requirement also applies to any increases in your insurance.

When Coverage Ends

LTD coverage ends automatically on the earliest of the following dates:

= The date the Group Policy terminates.

= The date your employment with the City terminates.

= The last day of the calendar month in which you cease to be eligible for coverage under the LTD plan. However,
if you cease to be otherwise eligible for coverage because you are not working the required minimum number of
hours, your insurance will be continued during the following periods, unless it ends because of one of the other
events described.

e While the City is paying you at least the same pre-disability earnings paid to you immediately before you
ceased to be eligible for coverage.

¢ During the Benefit Waiting Period and while LTD benefits are payable.

e During a leave of absence if continuation of your insurance under the Group Policy is required by a state-
mandated family or medical leave act or law.

o During any other leave of absence approved in advance and in writing by the City and scheduled to last
through the last day of the calendar month in which the City ceases to pay you the full amount of your pre-
disability earnings.

How to Enroll

You are automatically covered for LTD insurance benefits based on your eligibility. No action on your part is required
to enroll.
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Definition of Disability

You are considered disabled from your own occupation if, as a result of physical disease, mental disorder, injury or
pregnancy, you are not able to perform with reasonable continuity the material duties of your own occupation.
Medical certification of disability is required.

Until LTD benefits have been paid for 24 months, you are required to be disabled only from your own occupation.
After LTD benefits have been paid for 24 months, you must be disabled from all occupations in order to continue
receiving benefits. You are disabled from all occupations if, as a result of physical disease, mental disorder, injury or
pregnancy, you are unable to perform with reasonable continuity the material duties of any gainful occupation for
which you are reasonably fitted by education, training and experience.

Benefit Waiting Period

The Benefit Waiting Period is the time you must be continuously disabled before you are eligible for LTD benefits.
Your Benefit Waiting Period begins on the date you become disabled. You must be seen regularly and be treated by
a physician during the Benefit Waiting Period.

If you are an AFSCME-represented employee, your Benefit Waiting Period is the longer of:
= 90 days of continuous disability, or
= the period for which you are eligible for sick leave pay.

For all other employee groups, your Benefit Waiting Period is the first 90 days of continuous disability.

LTD Benefits begin at the end of the Benefit Waiting Period. LTD Benefits end on the earliest of:

The day of your death;

The day your disability no longer exists;

The end of the Maximum Benefit Period; or

The day benefits become payable to you under any other group long-term disability policy.

Maximum Benefit Period

The Maximum Benefit Period is the longest period of time LTD benefits are payable for any one period of
continuous disability, whether from one or more causes. Your Maximum Benefit Period is determined as follows:

AGE WHEN DISABILITY BEGINS MAXIMUM BENEFIT PERIOD

61 or younger To age 65, or to SSNRA*, or 3 years 6 months, whichever is longest
62 To SSNRA*, or 3 years 6 months, whichever is longer

63 To SSNRA* or 3 years, whichever is longer

64 To SSNRA* or 2 years 6 months, whichever is longer

65 2 years

66 1 year 9 months

67 1 year 6 months

68 1 year 3 months

69 or older 1 year

*Social Security Normal Retirement Age

Your Maximum Benefit Period begins at the end of the Benefit Waiting Period. During the Maximum Benefit Period,
LTD benefits are paid at the end of each monthly period for which you qualify for LTD benefits. LTD benefits will stop
at your death or at any time during the Maximum Benefit Period when you no longer qualify for LTD benefits.

LTD benefits will stop at the end of the Maximum Benefit Period even if you are still disabled.
EXCEPTION FOR MENTAL DISORDERS: Payment of LTD benefits is limited to 24 months for each period of
disability caused or contributed to by a mental disorder. However, if you are confined in a hospital at the end of the

24 months, this limitation will not apply while you are continuously confined.
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Amount of Benefit

After the Benefit Waiting Period, the LTD Plan provides for a total monthly benefit, including Deductible Income,
equal to 60% (66% for EPEA-represented employees) of your basic monthly pay up to a maximum amount. Basic
monthly pay equals your monthly rate of earnings, excluding bonuses, overtime pay, commissions and any other
extra compensation.

The LTD benefit is considered taxable income because the premiums are paid for by the City of Eugene. Employees
who qualify for LTD benefits should contact Standard Insurance if they want taxes to be deducted directly from the
LTD benefit.

PAY UNIT BENEFIT

60% of your first $6,000 basic monthly pay

AFSCME ($3,600/month maximum benefit)

60% of your first $16,000 basic monthly pay

Non-Represented ($9,600/month maximum benefit)

60% of your first $6,500 basic monthly pay

IAFF ($3,900/month maximum benefit)

IAEE-BC 60% of your first $12,500 basic monthly pay
($7,500/month maximum benefit)

EPEA 66% of your first $6,000 basic monthly pay
($3,960/month maximum benefit)

IATSE 60% of your first $5,000 basic monthly pay

($3,000/month maximum benefit)

* The long term disability benefit for Recreation Activity Employees will be based on the standard hours designated in
the payroll system.

Deductible Income

If you become disabled, the amount of your LTD Benefit payable under the plan will be reduced by the following
Deductible Income:

= Any income paid as salary, wages or other payment by the City of Eugene or any other employer, except as

provided under an approved rehabilitation program

Any sick pay or other salary continuation paid to you by the City of Eugene, not including vacation pay

Any amount you receive or are eligible to receive under Worker's Compensation Law or other similar legislation.

Any state disability plan benefits

Any amount you, your spouse or your children under age 18 are eligible to receive because of your disability or

retirement under the Federal Social Security Act, or any similar plan, act or law

= Any disability benefits you are eligible to receive because of your disability under any other group insurance plan
or under a plan arranged and maintained by a union or employee association

= Any benefits you are eligible to receive under the City of Eugene’s retirement plan (PERS or OPSRP)

= Any amount received by compromise, settlement or other method as a result of a claim for any of the above

When income benefits are not payable from any of these sources, the entire amount of the guaranteed
monthly income will be paid by the plan. When part of the guaranteed monthly income is payable from one
or more of these sources, the balance will be paid by the plan.

In all cases, the LTD Plan will pay a minimum monthly benefit of $100. Your LTD benefit during a period of disability
will be determined by your monthly pay in effect on your last day of active work before you became disabled.

It is your responsibility to make timely claims for any Deductible Income to which you may be entitled. Otherwise, the
benefits from this plan can be reduced by the amount it is reasonable to believe would have become a reduction had
you pursued Deductible Income in a timely manner.

City of Eugene Employee Benefits Handbook 113 Long Term Disability Insurance
March 1, 2019



You must cooperate in providing necessary information. If, as a result of the annual adjustment or amendment to the
Social Security Law, Social Security benefits are increased while you are receiving benefits under this plan, such a
Social Security increase will be an extra benefit, and will not be considered Deductible Income.

The following are not considered Deductible Income:

= Any cost of living increase in any Deductible Income. The increase must be effective while you are disabled
and are eligible to receive the Deductible Income. (This exception does not apply to any increase in your
earnings from any work.)

=  Amounts you receive as reimbursement for medical expenses

= Reasonable attorney's fees incurred in connection with your claim for Deductible Income

» Benefits from an individual disability insurance policy

= Early retirement benefits under the Federal Social Security Act which are not actually received

=  Group credit or mortgage disability benefits

= Accelerated death benefits paid under a life insurance policy

= Benefits from a deferred compensation plan or IRA

Temporary Recovery

If, after LTD benefits become payable, you have more than one period of disability because of the same condition,
these periods will be considered one period of disability if separated by a period of recovery of 180 days or less.
However, if you work for six or more months between periods of disability, the new period will not be considered part
of the earlier period. No benefits will be payable under this provision after benefits become payable to you under any
other group LTD insurance policy.

Exclusions and Limitations

Disability income is not payable if your disability is caused by or is a direct result of:

= War or any act of war. War means declared or undeclared war, whether civil or international, and any
substantial armed conflict between organized forces of a military nature
» Intentionally self-inflected injury, while sane or insane

No LTD benefits will be paid for any period disability when you are not under regular care of a physician.
Payment of LTD benefits is limited to 24 months for each period of disability caused on contributed to by a mental

disorder. However, if you are a resident patient in a hospital at the end of the 24 months, this limitation will not apply
while you remain continuously confined.

Applying for Benefits

You must claim LTD benefits within 90 days after the end of the Benefit Waiting Period, or as soon as possible
thereafter, but not later than one year after that 90 day period. Claims not filed with Standard Insurance Company
within these limits may be denied. After Standard Insurance Company receives your claim, you will receive a written
decision within a reasonable amount of time. If you do not receive this decision within 90 days after your claim is
received, you have the right to request a review.

All claim forms are available from the Risk Services Benefits Program, which can also provide you with information
regarding claims procedures.

Accidental Losses

Your LTD coverage provides a Minimum Benefit Period if you suffer one of the accidental losses shown in the
following table:

Accidental Loss Minimum Benefit Period
Both Hands or Feet or Sight of Both Eyes 5 years
One Hand and One Foot 5 years
Either One Hand or Foot and Sight of One Eye 5 years
Either Hand or Foot 6 months
Sight of One Eye 6 months
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Loss of hand or foot means permanent severance of the hand or foot from the body at or above the wrist or ankle
joint; loss of sight of any eye means entire and irrecoverable loss of sight. The loss must be caused solely and
directly by an accident, occur independently of all other causes, and occur within 180 days after the accident.

You will receive LTD benefits for the applicable Minimum Benefit Period, subject to certain exclusions. Consult the

Risk Services Benefits Program or the prior pages of this booklet for a complete listing of exclusions or additional
information.

Rehabilitation Employment

The disability program features a Rehabilitation Program that encourages you to return to work. Under this program,
you may work while LTD benefits are payable provided you are considered to be disabled. During the first year you
are working, LTD Benefits will be reduced by your work earnings to the extent that your work earnings exceed 100%
of your pre-disability earnings when added to your LTD Benefit. Thereafter, 50% of your work earnings will be
deducted from your LTD Benefits.

NOTE: All or part of the Benefit Waiting Period can be satisfied while you are working if you are considered
disabled during your period of work activity.

The Rehabilitation Program does not force you to return to work; it only encourages you to do so, as long as you
have your doctor's permission.
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LIFE INSURANCE

The City of Eugene Life Insurance Plan, through Standard Insurance Company, offers financial protection for your
family. It provides you with two types of benefits: Basic Life Insurance and Accidental Death and Dismemberment
(AD&D) Coverage.

Eligibility
As a regular or Limited Duration employee scheduled to work at least 20 hours per week, you are eligible for the
basic life insurance and AD&D insurance coverage. Eligibility for regular IATSE-represented and AFSCME-

represented Recreation Activity Employees (RAE) employees is specified in the most recent labor agreement
between the City of Eugene and the unions.

When Coverage Begins

Your basic life insurance and AD&D coverage begins on the first of the month following your first day of continuous
service. For IATSE-represented employees and AFSCME-represented Recreation Activity Employees, coverage
begins on the first of the month following your eligibility date.

All employees must meet the Active Work Requirement before insurance will become effective.

Active Work Requirement

If you are incapable of Active Work because of sickness, injury or pregnancy on the day before the scheduled
effective date of your insurance, your insurance will not become effective until the day after you complete one full day
of Active Work as an eligible employee.

Active Work means you are performing the material duties of your own occupation at your employer’s usual place of
business. The Active Work Requirement also applies to any increases in your insurance.

When Coverage Ends

Your basic life insurance and AD&D coverage ends automatically on the earliest of the following dates:

= The date the Group Policy terminates;

= The last day of the calendar month in which your employment with the City terminates; and

= The last day of the calendar month in which you cease to be eligible for coverage under the Life Insurance
Plan.

However, if you cease to be otherwise eligible for coverage under the Life Insurance Plan because you are no longer
working the required minimum number of hours, then your Life Insurance will be continued with premium payment
during the following periods, unless your insurance ends due to one of the other events described.

= While the City is paying you at least the same annual earnings paid to you immediately before you ceased to
be eligible for coverage.

=  While your ability to work is limited because of sickness, injury or pregnancy.

= During the first 60 days of:

e Atemporary layoff; or

o A strike, lockout, or other general work stoppage caused by a labor dispute between your collective
bargaining unit and the City.

= During a leave of absence if continuation of your insurance under the Group Policy is required by a state-
mandated family or medical leave act or law.

= During any other leave of absence approved by the City in advance and in writing and scheduled to last
through the last day of the calendar month in which the City ceases to pay you the full amount of your annual
earnings.

Your AD&D coverage ends on the date your claim for continued life insurance is approved by Standard Insurance
Company.
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Enrollment

To enroll in the plan, you must complete a form designating your beneficiary and return it to the Risk Services
Benefits Program.

Designating Your Beneficiary

In the event of your death while you are a covered employee, your designated beneficiary or beneficiaries will receive
your insurance benefit. If you indicate more than one beneficiary, you may specify the percentage to be paid to each
person at your death. You may also indicate a primary beneficiary and a contingent beneficiary. The contingent
beneficiary will only receive benefits in the event that the primary beneficiary predeceases you.

If you do not name a beneficiary, or if you are not survived by a beneficiary, all death benefits will be paid in equal
shares to the first surviving class of persons listed:

= Your spouse;

= Your children;

= Your parents;

= Your brothers and sisters; or
= Your estate.

Changing Your Beneficiary

You can name, add, or change beneficiaries by completing and signing a Change of Beneficiary form available
from the Risk Services Benefits Program. The change becomes effective when the change form has been received
by the Benefits Program.

Payment of Benefit

Payment of benefits will be made automatically into a personalized, interest-bearing checking account. A checkbook
is issued and the beneficiary is free to use it as he or she would any other checking account. There are no
maintenance or service fees, no per check charges and no redemption fees or withdrawal penalties.

Coverage at Age 70 and Beyond

When you reach age 70, and are still eligible for Basic Life and AD&D as an active eligible employee, your benefit will
be reduced to 65% of the amount to which you would otherwise be entitled, and to 45% of that amount at age 75.

Tax Considerations

Current tax laws consider an employer's cost for life insurance coverage in excess of $50,000 as taxable income to
employees. If the amount of your basic life insurance results in taxable income to you, the taxable income will be
reflected on your year-end W-2 form.
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BASIC LIFE INSURANCE COVERAGE

Amount of Basic Life Coverage

The amount of your basic life insurance is determined by your annual scheduled salary, except for regular IATSE-
represented and AFSCME-represented Recreation Activity Employees (RAE) employees who have a fixed life
insurance benefit. Your annual salary does not include bonuses, commissions, overtime pay, or employer
contributions to PERS/OPSRP or deferred compensation. Basic life insurance coverage by employee group is
outlined in the table below.

Life Insurance Benefits by Employee Group

GROUP AMOUNT MAXIMUM BENEFIT
. One times your annual salary rounded
gEi%gAnEE?glglaereind Limited to the nearest $1,000 $250,000
ploy (Minimum of $25,000)
AFSCME RAE Employees $25,000 $25,000

Two times your annual salary rounded

EPEA to the nearest $1,000

$160,000

One times your annual salary rounded
Non-Represented to the nearest $1,000 $250,000
(Minimum of $25,000)

One times your annual salary including
IAFF EMT Certification rounded to the $200,000
nearest $1,000

One times your annual salary including

IAFF-BC EMT Certification rounded to the $200,000
nearest $1,000
IATSE $25,000 $25,000

Coverage at Disability

You are considered totally disabled if you are unable, due to iliness, or accidental injury or pregnancy, to perform the
material duties of any occupation for which you are reasonably fitted through your education, training, or experience.
Medical certification of disability by Standard Insurance Company is required.

The amount of your continued life insurance will be the benefit that is in effect on the date you become totally
disabled. Your life insurance benefits will be subject to age reductions, if applicable, and will be reduced by any
Accelerated Benefit you receive.

If you become totally disabled while covered under this life insurance plan and are under age 60, your life insurance
will be continued until the earliest of the following dates:

= The date you cease to be Totally Disabled;

= 90 days after the date Standard Insurance Company mails you a request for additional Proof of Loss, if it is
not provided,;

The date you fail to attend an examination or cooperate with the examiner;

The date you reach age 65;

The date your insurance is converted to an individual life insurance policy; and

The date the Group Policy terminates.

If you become totally disabled on or after age 60, the length of your coverage will be determined by the terms of the
life insurance policy.
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Converting Your Coverage

You may be eligible to convert your basic life insurance coverage to an individual policy if your coverage
ends because:

= You are no longer actively at work;

= Your employment with the City of Eugene terminates;

= Your continued life insurance during total disability ends;
= You are no longer a regular employee; or

=  The amount of your basic life insurance is reduced.

You must apply for your conversion policy and start paying premiums within 31 days after your basic life insurance

stops. You will not have to provide proof of good health. Standard Insurance Company or the Risk Services Benefits
Program can provide you with the necessary conversion form.

Amount of Conversion Coverage

If your life insurance ends because you are no longer actively at work or your employment with the City of Eugene
terminates, you may convert up to the amount of your basic life insurance benefit.

If you die during the conversion period, Standard Insurance Company will pay a death benefit equal to the maximum
amount of life insurance you had a right to convert, whether or not you applied for an individual policy.

Accelerated Benefits

The City of Eugene’s life insurance through Standard Insurance Company includes an Accelerated Benefit
enhancement. This benefit will allow you to receive up to 75% of your Life Insurance benefit early under certain
conditions.

To qualify for this benefit, you must:

= Be diagnosed as being terminally ill with a life expectancy of less than 12 months;
= Apply and qualify for Continued Life Insurance; and
= Have at least $10,000 of life insurance in effect.

If your application for Accelerated Benefits is approved by Standard Insurance Company, you are allowed to receive
up to 75% of your available Life Insurance benefit. The minimum Accelerated Benefit is $5,000 or 10% of your Life
Insurance, whichever is greater. These funds could be used in defraying the cost of special medical treatment, family
needs, etc.

Your Group Life Insurance Certificate contains all of the terms and conditions of the Accelerated Benefit. If you have
any questions on this benefit, please contact the Risk Services Benefits Program.

Special Coverage for Police Officers and Fire Fighters

State of Oregon Mandated Life Insurance Coverage (ORS 243.005)

All police officers and fire fighters receive $10,000 life insurance coverage mandated by Oregon law (ORS
243.005). The $10,000 statutory coverage is included as part of the total life insurance benefit available to police and
fire fighters while they are actively employed. Volunteer police, reserve officers, civil deputies, and clerical
personnel are not eligible to receive this coverage. The $10,000 statutory life insurance is not convertible.

Benefits will be paid only if:

= Death results from an injury sustained during working hours as a police officer or firefighter; or
= Death occurs within 365 days after the date of the injury.
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State of Oregon Public Safety Memorial Fund (ORS 243.950)

The Public Safety Memorial Fund provides benefits to family members of Oregon’s public safety officers who are
killed or permanently disabled in the line of duty. Police officers (including reserve officers) and fire service
professionals are considered public safety officers under the statute. The statute defines “family member” as:
spouse; child; and, a person who qualifies as a dependent for state income tax purposes.

Benefits include a death benefit of $25,000 to an eligible beneficiary of a public safety officer, as well as health and
dental insurance benefits. Other benefits such as educational scholarships and mortgage payments may also be
available. (This benefit is not underwritten by Standard Insurance Company.)

Federal Public Safety Officers’ Benefits Program

The Federal Public Safety Officer's Benefits (PSOB) Act provides death benefits to eligible survivors of a public
safety officer whose death is the direct and proximate result of a traumatic injury sustained in the line of duty. As of
October 1, 2015 the benefit amount is $339,881. (Each October 1st, the benefit is adjusted by the percentage of
change in the Consumer Price Index.)

The PSOB also provides the same benefit to a public safety officer who has been permanently and totally disabled
as the direct result of a catastrophic personal injury sustained in the line of duty. To qualify, the injury must
permanently prevent the officer from performing any gainful work. (This benefit is not underwritten by Standard
Insurance Company.)

More information is available on the Bureau of Justice Assistance website at:
http://www.ojp.usdoj.gov/BJA/grant/psob/psob _main.html.
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ACCIDENTAL DEATH & DISMEMBERMENT INSURANCE

Amount of Coverage

Depending on the type of loss you suffer, the amount of your Accidental Death and Dismemberment (AD&D) benefit
is either the equal to the Full Amount, or one-half the Full Amount. The loss must occur within 365 days after the date
of the accident, be caused solely and directly by the accident, and occur independently of all other causes. The
tables below list the maximums by employee group and the amount of AD&D coverage.

Accidental Death & Dismemberment Benefits by Employee Group

GROUP AMOUNT MAXIMUM BENEFIT

AFSC_ME Regular and Limited | One times your annua_l s_alary rounded to $250 000

Duration Employees the nearest $1,000 (Minimum of $25,000) '

AFSCME RAE Employees $25,000 $25,000

EPEA LVZOntelr;eesSg/glljer%%nual salary rounded to $160,000

Non-Represented {he neareat S1.000 (Vinimum of $25.000) | $250.000
One times your annual salary including

IAFF EMT Certification rounded to the nearest | $200,000
$1,000
One times your annual plus EMT

IAFF-BC Certification salary rounded to the nearest | $200,000
$1,000

IATSE $25,000 $25,000

Amount of AD&D Coverage

TYPE OF LOSS BENEFIT COVERAGE AMOUNT

Life Full Amount

Both Hands Full Amount

Both Feet Full Amount

Sight of Both Eyes Full Amount

1 Hand; 1 Foot Full Amount

1 Hand; Sight of 1 Eye Full Amount

1 Foot; Sight of 1 Eye Full Amount

1 Hand ¥ Full Amount

1 Foot % Full Amount

Sight of 1 Eye % Full Amount

Loss of hands and feet means permanent severance at or above the wrist or ankle. Loss of sight means total and
permanent blindness. The maximum amount of AD&D benefit which Standard Insurance Company will cover for all
losses will not exceed the Full Amount.

Who Receives AD&D Benefits

You receive AD&D benefits if you are seriously injured in an accident and have a loss, as described above. Your
beneficiary will receive AD&D benefits if you die in an accident.

Seat Belt Benefit

The Seat Belt benefit matches the accidental death benefit up to a maximum of $50,000. This benefit is payable for
death resulting from an automobile accident while you were wearing a seat belt. A copy of the police report must
show that an approved seat belt (per National Highway Traffic Safety Council) was in use at the time of the accident.
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What is not Covered

AD&D will not cover losses caused or contributed to by any of the following:

= Insurrection, war or act of war, whether declared or undeclared;

= Suicide or any other intentionally self-inflicted injury, while sane or insane;

= Committing or attempting to commit an assault or a felony or your active participation in a violent disorder or
riot (except while performing your official duties);

= The voluntary use of any poison, chemical compound or drug (including prescribed medications), unless
used or consumed in accordance with the directions of a physician;

= Any iliness or pregnancy existing at the time of the accident;

= Heart attack or stroke; or

= Medical or surgical treatment for any of the above.
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SUPPLEMENTAL LIFE INSURANCE

The City of Eugene also offers an optional life insurance program called Portable Term Supplemental Life Insurance.
This plan, provided through Voya ReliaStar Life Insurance Company, is voluntary and the premiums are paid by the
employee through payroll deductions. Detailed information on this program is found on the Employee Benefits
website: www.eugene-or.gov/employeebenefits.

Eligibility
All regular, benefitted IATSE, Limited Duration and AFSCME-represented Recreation Activity Employees are eligible
to apply for Portable Term Supplemental Life Insurance coverage. You can apply for coverage during your first 30

days of employment to receive a Guaranteed Issue amount, or at any time of the year for non-Guaranteed Issue
amounts.

Guaranteed Issue Coverage Amount: Within the first 30 days of employment, you can apply for an amount equal to
one-times your annual salary (to a maximum of $100,000) without completing a Proof of Good Health form or having
your application reviewed by Voya/ReliaStar Underwriting.

Effective Date

For “Guaranteed Issue” applications, coverage is effective the first of the month after the Risk Services Benefits
Program receives the application. For all other applications, insurance will become effective on the first of the month
after ReliaStar approves your application. Approval of underwritten coverage is subject to satisfactory answers to
several health-related questions.

Amount of Coverage

Insurance is available for you and/or your spouse or domestic partner from $20,000 to $500,000 in $10,000
increments. Coverage for your spouse or domestic partner is independent from yours but with the same benefits and
rates. Children’s coverage is also available as a rider, in amounts of $5,000, $7,500, and $10,000.

Accidental Death and Dismemberment (AD&D) is an optional benefit that pays an additional amount if life, limb or
sight is lost due to an accident. AD&D allows your beneficiary to collect twice the amount of your policy to a
maximum of $250,000 in the event death was a result of an accident. A benefit is paid to the insured if a loss of limb
or sight occurs due to an accident.

Other Features

= An Accelerated Life benefit is included under Portable Term Life. This allows you to collect 50% of your policy
up to a maximum of $50,000 if you have been diagnosed with a terminal illness.

= Disability Waiver of Premium — If Voya/ReliaStar determines that you are totally disabled your portable
term life insurance premium will be waived if the disability meets certain criteria.

= Portability — If an employee terminates employment or retires, Portable Term Life coverage may be continued
by remitting premiums plus an administration fee directly to ReliaStar Insurance Company. Contact the Benefits
Program for more information, and to obtain a Voya/ReliaStar Supplemental Life Coverage Continuation Request
form.

Cost

The employee pays the entire cost of the insurance. The premiums are deducted from your paycheck. Premium rates
depend on your age and the amount of insurance you purchase. Rate information and enrollment forms are available
on the Employee Benefits website at www.eugene-or.gov/employeebenefits or by contacting Benefits Program staff.
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